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Abstract
This portfolio comprises part of a Doctorate in Counselling Psychology at the 
University of Surrey. Within this portfolio is a collection of academic, clinical and 
research work and it is organised into three sections: the academic, the therapeutic 
practice and the research dossier. The academic dossier includes three theoretical 
papers. The first paper explores therapists’ countertransference when working with 
children, and discusses the variations in countertransference when working 
therapeutically with child compared to adult clients. Sustaining this relational focus, 
the second essay considers the relationship between transference, countertransference 
and CBT, and explores how to use these concepts in a CBT context to understand and 
work through ruptures in the therapeutic relationship. The final essay presents an 
existential-phenomenological understanding of anorexia nervosa, and discusses how 
CBT frameworks understand and work therapeutically with this presentation. The 
therapeutic practice dossier presents an overview of my clinical work, the placements, 
the types of supervision and the client populations that I have worked with during my 
training. At the end of the therapeutic practice dossier is my final clinical paper, 
which details my personal and professional journey to becoming a counselling 
psychologist. Finally, the research dossier contains three research papers. The first, 
presented as a literature review, adopts a critical approach towards the medical model 
to consider the existing literature on anorexia nervosa. The second paper, in the form 
of a research report, draws from the literature review and explores women’s 
experiences of choosing recovery from anorexia. Influenced by the findings from my 
second research paper, the third research paper identifies, characterises and evaluates 
the role of life events in maintained recovery from eating disorders.
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Introduction to the Portfolio
This portfolio presents a collection of academic, therapeutic practice and research 
work that I have undertaken and submitted as part of my Doctorate in 
Psychotherapeutic and Counselling Psychology. The portfolio is organised into three 
sections: the academic, the therapeutic practice and the research dossier with the aim 
to demonstrate some of the work that I have completed, the skills and insights that I 
have gained and the development of my identity as a counselling psychologist. This 
introduction details a preface to the material that will follow and provides a brief 
summary of each dossier and its components with a view to link my academic and 
research pieces together with my personal and professional experiences. I will begin 
the introduction with a short overview of my personal background and previous 
experiences, which led me to study counselling psychology and that have influenced 
my development and identity as a counselling psychologist.
Personal background
I grew up in the south of England with my parents and older sister. With all my 
relatives living so far away, my immediate family and especially my mum, was my 
whole world. I have always felt so fortunate to have such a warm, loving and caring 
mother and I understand that through experiencing a truly ‘good enough mother’ 
(Winnicott, 1953), I was able to internalise these qualities and from a young age, I 
developed a passion for looking after and helping others.
From as early as I can remember I have always had an innate sensitivity to emotions, 
feeling both strong emotions in myself as well as sensing emotions powerftilly from 
others. Whilst growing up, I found great interest in people and I believe that my 
emotional sensitivity combined with my curiosity with people enabled me to make 
friends easily but also, left me feeling different from others and at times, overwhelmed 
by emotions that I did not know how to deal with.
I knew without thinking that I wanted to study psychology for A-level and I loved 
gaining knowledge about people, their ways of being and applying this new 
knowledge to both myself and those around me. When it came to choosing my degree, 
I feared that studying psychology would mean that I would feel even more different 
from those close to me and I did not feel able to cope with my ‘difference’ at this 
point in my life. It was not until after I graduated and through experiencing such 
profound feelings of pointlessness with office work that I realised I needed to find a 
sense of meaning and purpose in my life. In searching for this meaning and purpose, I 
reflected on what I loved, what I valued and what came naturally to me; being 
intimate with people, understanding them and easing their distress. I found 
counselling psychology. I was drawn to counselling psychology because it offered not 
only a career that would enable me to relieve others pain but also, a place that valued 
my emotional sensitivity, my fascination with people and my desire to understand 
both myself and others. Further, due to experiencing such a positive relationship with 
my mother and my internalisation of her warmth, empathy and acceptance towards 
others, I was attracted to counselling psychology’s emphasis on the therapeutic 
relationship and its holistic and sensitive approach to human distress.
In the two years before I gained a place on the course, I worked in an inpatient eating 
disorders unit. Looking back, I understand that my instinctive desire to work with 
eating disorders was driven by my need for reparation from the guilt that I felt for not 
doing enough for my best friend when she lived with anorexia. My experiences of 
working with individuals living with eating disorders were both rewarding but 
intensely challenging and I believe significantly contributed to me choosing to 
research anorexia and eating disorders throughout my doctorate. During these two 
years, I also studied for a qualification in counselling skills and began my own 
personal therapy. I understand that these experiences together with my warm and 
empathie qualities towards another in distress led me to value the simple principles 
underpinning the person centred approach and appreciate the fundamental importance 
of developing a strong therapeutic relationship, which I have come to view as perhaps, 
my greatest strength as a counselling psychologist.
Academic Dossier
The academic dossier is comprised of three essays that I completed in the second and 
third years of my doctorate. Each essay will be briefly introduced in connection to my 
stage of training and will reflect my personal and professional influences.
The first essay entitled ‘Countertransference in work with children: Variations in 
therapist reactions’ was written during my second year when I was working 
therapeutically with children. Working with children within a predominantly 
psychodynamic context provided me with such different therapeutic experiences from 
the first year. Arguably, the biggest difference that I encountered was the intensity and 
range of my feelings in response to my child clients. It was for this reason in 
conjunction with my awareness of my emotional sensitivity, which led me to want to 
explore the psychodynamic literature on child countertransference, with a specific 
focus on the differences between child and adult countertransference. The essay 
comments on the relative neglect of child countertransference within the literature and 
explores the quantitative and qualitative variations in therapist reactions when 
working with child versus adult clients. Finally, the essay concludes with a statement 
suggesting that there seems to be both qualitative and quantitative differences in 
therapist countertransference, which was drawn from the literature and my own 
personal experiences.
The second essay entitled ‘Ruptures in the therapeutic relationship: The use of 
transference and countertransference in CBT’, sustains the relational orientation of the 
first essay but incorporates a more integrative approach by exploring the traditional 
psychodynamic concepts of transference and countertransference in relation to 
cognitive behavioural therapy (CBT). As I had recently completed the second year 
working with children within a psychodynamic framework, I fully acknowledged the 
transference relationship as a powerful therapeutic tool and I was keen to learn how to 
integrate these concepts into my clinical practice within a CBT context. Further, 
because of my personal and professional beliefs in the fundamental importance of the 
therapeutic relationship as a vehicle for therapeutic change, the focus of this essay was 
on how clinicians can use the concepts of transference and countertransference to 
understand and work with potential difficulties in the therapeutic relationship. Safran
and colleagues integrative model (Safran 1993, 1998; Safran & Muran, 1996, 2000; 
Safran & Segal, 1990; Katzow & Safran, 2007) was presented together with a clinical 
example from my own practice to illustrate how ruptures in the therapeutic 
relationship can be worked through within a CBT context.
Finally, the third essay entitled Tt is not about my weight but about what is in my 
head and my heart: Anorexia nervosa, phenomenology and CBT’ is an exploration of 
anorexia nervosa through an existential-phenomenological lens, and discusses how 
CBT frameworks can understand and work therapeutically with those living with 
anorexia. This essay was written in the third year of my training and I chose to write 
about anorexia because I felt that I had the greatest insight into this form of human 
distress from my experiences of working in an eating disorders unit. Due to these 
experiences and through listening to those who so desperately wanted to hold onto 
their anorexia, I adopted an existential-phenomenological position to explore the 
meanings and functions that anorexia provides for the individual throughout the first 
half of this essay. In the second half of the paper, I chose to consider how CBT 
frameworks understand and work therapeutically with anorexia nervosa because I was 
working with this therapeutic model at the time I authored the paper, and due to the 
model’s emphasis on the concept of meaning and phenomenology.
Therapeutic Practice Dossier
The therapeutic practice dossier provides an overview of my clinical practice 
throughout my training. All the placements that I have worked at, including the 
duration, the type of service, the therapeutic orientation, the client population and the 
types of supervision are described. For confidentiality reasons, the actual names of the 
placements, supervisors and information relating to the client have been omitted. 
Specifically, my first year placement was at a CMHT and involved me working as 
part of a multi-disciplinary team with adults presenting with a variety of psychological 
issues. My therapeutic approach in this placement integrated person-centred, narrative 
and cognitive behaviour therapy. During my second year, I worked for a children’s 
charity that comprised part of the domestic violence intervention programme. At this 
placement, I was afforded the opportunity to work therapeutically with children within
a child centred and psychodynamic framework. My third and final year placement was 
in a primary care lAPT service and working in this context, enabled me to gain 
experience in practising CBT with adult clients within a primary care setting.
At the end of this section is my final clinical paper. This reflective paper provides 
details of both my personal and professional experiences and how they have become 
integrated throughout my journey to becoming a counselling psychologist.
Research Dossier
The research dossier contains three research papers that I completed during each year 
of my training. Specifically, the papers consist of one literature review, one qualitative 
research report and one quantitative research report. Due to my personal experiences 
of watching my best friend live with anorexia and my professional encounters of 
working in a caring role with eating disorders, I knew immediately that I wanted my 
research papers to focus on anorexia and eating disorders, with the hope to further 
knowledge and gain insights into mechanisms favouring recovery.
My literature review entitled ‘A critical review of the literature on anorexia nervosa’ 
explored existing literature and research concerning anorexia nervosa. Due to my 
training in counselling psychology combined with my experiences of witnessing and 
talking to those who wished wholeheartedly to hold onto their eating disorder, I chose 
to take a critical stance against the medical literature and to adopt a position favouring 
alternative approaches and in particular, a phenomenological approach throughout the 
review. This paper aimed to provide an overview of the existing literature on anorexia 
nervosa and paid particular attention to the psychological models of anorexia, 
recovery and the qualitative phenomenological literature written in this domain. At the 
end of the review, literature concerning the notion of individual choice in the process 
of recovery was presented and suggested as a meaningful topic for future research.
My second research paper in the form of a research report was entitled ‘Understanding 
women’s experiences of choosing recovery from anorexia nervosa’. Drawing on the 
findings from my literature review combined with my experiences of working in an 
eating disorders unit and my preference for adopting a phenomenological position.
this research paper employed a qualitative phenomenological design to gain an 
understanding of women’s experiences of choosing recovery from anorexia. 
Interpretative Phenomenological Analysis was used to analyse six women’s interview 
transcripts and suggestions for therapeutic intervention were made.
My final research paper, structured as a research report, was entitled ‘Successful 
recovery: Characterising and evaluating the role of life events in maintained recovery 
from eating disorders’. The focus of this research report evolved from the findings 
from my second year research project and in particular, the experience of life events 
as triggering long-term recovery. Specifically, this research report focussed on 
identifying, characterising and evaluating the role of life events, in terms of the nature 
of the event and a number of maintaining factors in long-term recovery from eating 
disorders. I decided to broaden my research to eating disorders with the hope to gain 
knowledge about recovery per se, which transcends the boundaries of eating disorder 
diagnoses. Furthermore, I chose to implement a quantitative design primarily because 
I wanted to broaden my research skills but also, because I was working with an 
evidence-based model in an lAPT service. The discussion and conclusion sections 
made references to therapeutic intervention, links to counselling psychology and 
suggestions for future research.
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ACADEMIC DOSSIER
Introduction to the academic dossier
The academic dossier contains three theoretical essays written in the second and third 
years of my training. The first theoretical essay focuses on therapist 
countertransference when working with children, and explores the differences 
between countertransference reactions when working with adult versus child clients. 
The second essay explores the concepts of transference and countertransference, and 
how they can be used in a CBT context to understand and work through ruptures in 
the therapeutic relationship. Finally, the third essay presents an existential- 
phenomenological understanding of anorexia nervosa for the individual, their carers 
and their families, as well as presenting an overview of how cognitive behavioural 
therapies can understand and work with those living with anorexia.
Countertransference in work with children: Variations in therapist reactions
Introduction
The concept of countertransference originally arose out of the field of psychoanalysis 
but over time, has evolved and been found to pertain to other domains of 
psychotherapy including counselling psychology. Since Freud first described the term 
countertransference in 1910, as arising “in the physician as a result of the patient’s 
influence on his unconscious feelings” (Freud, 1910, p.44), its definition has gradually 
broadened to encompass a therapist’s total reaction to a client in a therapeutic 
situation (Heinmann, 1960). In this sense, countertransference arises from the 
therapists’ intrapsychic processing of the clients appearances, characteristics and 
behaviour, which causes conscious or unconscious cognitive and emotional reactions 
to the client (Rasic, 2010). In a similar way to the evolving definition of 
countertransference, the clinical implications of countertransference have developed 
and transformed. Although originally viewed as a hindrance to understanding the 
patient and therefore an obstacle in psychoanalysis, there is now a growing acceptance 
that countertransference is an important clinical tool in psychotherapy regardless of 
the therapeutic model, and can be a useful way for the therapist to gain an 
understanding of their own and their clients’ internal worlds (Schowalter, 1985). Both 
the definition and clinical impact of countertransference have been much debated over 
the years and for the purpose of this paper, I will define countertransference as the 
therapists’ total reaction towards a client, while acknowledging that the therapists’ 
total reaction can be both conscious or unconscious, therapist or patient derived 
(Marshall, 1979). The aims of this paper are to seek out and explore the existing 
theoretical literature concerning countertransference in relation to working 
therapeutically with children and to discuss the ways in which, clinicians’ and 
authors’ experiences of countertransference differ when working clinically with 
children compared to adult clients.
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Child and adult countertransference
While countertransference in relation to adult psychotherapy has been well 
documented throughout the literature, relatively little has been written with reference 
to working therapeutically with children. Those authors who have considered 
countertransference with children uniformly note its neglect and Marshall (1979), 
suggests that the scarcity of this topic is perhaps a reflection of specific 
countertransference problems, which arise when working with children. Marshall’s 
(1979) point appears well taken and there is consensus amongst authors that 
countertransference interferences (unconscious, therapist and client induced) are more 
likely to arise in work with children than with adults (Abbate, 1964), thus, suggesting 
that differences do exist between the two (Abbate, 1964; Showaiter, 1985; Gabel & 
Bemporad, 1994). To develop this point further, Rasic (2010) emphasises that child 
countertransference is unique in comparison to adults and that the uniqueness refers to 
both the quality and intensity of countertransference, indicating that there are both 
qualitative and quantitative differences between child and adult countertransference.
Anna Freud in 1926 was the first to hint at the possible differences between child and 
adult countertransference by declaring that children could not establish a “transference 
neurosis”. Anna Freud’s distinction between the inability of children and the ability 
of adults to form ‘transference neuroses’, infers that child and adult clients elicit 
different countertransference responses from their therapists. In line with this 
perspective, one may assume that countertransference responses are relatively absent 
from child psychotherapy in comparison to adult psychotherapy and this is one 
suggested reason for the relative neglect of child countertransference within early 
psychoanalytic literature. Anna Freud however, revised her position in 1965 through 
recognising that children could establish a transference neurosis, but she emphasised 
that it was not equal to the variety found with adults in every respect (Marshall, 1979). 
Since this revision psychoanalytic approaches and psychotherapy in general, have 
come to accept that transference neuroses do occur with children but that they are not 
equivalent to those demonstrated by adults. Feigelson (1974) proposes that the 
differences between child and adult transference arise because the child’s original 
objects are still an important and focal part of their lives, whereas the adults’ original 
objects are not. Additionally, he makes the distinction that the child’s processes of
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internalisation and psychic structures are not as stable or as developed as those found 
in adults’ and therefore, results in different transference behaviours (Feigelson, 1974). 
While from this stance it may appear that the child’s transference is more dilute than 
an adult’s and therefore, the countertransference elicited by children may be less 
frequent and less intense than in adult psychotherapy, Feigelson (1974) warns that this 
assumption may be misleading. Many authors have agreed with Feigelson’s (1974) 
caution and have conversely observed that children evoke more intense and frequent 
countertransference responses in therapists, which have contributed to the neglect of 
this topic. Kohrman et al (1971) emphasised that the directness and primitive nature of 
the child’s transference expressions lend to the therapist experiencing more intense 
and frequent countertransference responses, than they would with adult clients. 
Kohrman et al (1971) additionally highlighted that the child analyst can at times 
function as a real object and therefore leads to more intense, frequent and confusing 
countertransference feelings within the child therapist. Since the general acceptance of 
the child’s ability to form a “transference neurosis” within psychoanalysis, cumulating 
authors and clinicians have observed similar quantitative differences in child 
compared to adult countertransference within the field of psychoanalysis and in other 
domains of psychotherapy (Rasic, 2010).
Qualitative or quantitative differences?
Parental presence
Berta Bomstein in her 1948 seminal paper was thought to be the first to point out that 
there are not only quantitative differences in countertransference responses towards 
children versus adults, but probably qualitative differences as well (Kohrman et al, 
1971). Perhaps the most well documented distinction between child and adult 
psychotherapy, which some authors indicate constitutes for qualitative differences, is 
the presence of the parent as a “third party” in the treatment of children (Ekstein et al, 
1959). Rasic (2010) suggests that there is a systemic complexity when working with 
children, which leads to more frequent, intense and complex countertransference 
responses because of the direct involvement of the child’s parents in the therapeutic 
process. Rasic (2010) reasons that systemic complexities arise because
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countertransference feelings are not only elicited from and directed towards the child, 
but also, the parents are sources of and recipients for alternative countertransference 
responses from the therapist. To take this point further, Bemporad and Gabel (1992) 
emphasised that even in the physical absence of the parent, countertransference 
feelings tend to be directed towards the imagined parental figure and that particularly 
hostile feelings are usually elicited towards the absent parent, who have ‘abandoned’ 
their child to care. Although it has been recognised that in adult psychotherapy the 
adult’s parents are present, the quality and degree to which they are present is 
significantly different from child psychotherapy and consequently, 
countertransference feelings are mainly directed towards the client and not the parent 
in adult psychotherapy.
Gabel & Bemporad (1994) paper on ‘the variations in countertransference reactions in 
psychotherapy with children’ have elaborated on this difference between child and 
adult countertransference, and support the view that there are qualitative differences 
between the two. They suggest that the therapist’s feelings can be displaced from the 
child onto the parental figure or from parental figure onto the child, resulting in three 
main variations of countertransference that is unique to working with children (Gabel 
& Bemporad, 1994). The first variation the authors suggest is when working with 
children, the therapists’ childhood memories of their own relationship(s) with their 
parent(s) are rekindled, evoking intense responses in the therapist, which can be 
directed towards the child and the child’s parents. This rekindling can manifest in the 
therapist wishing to relate to the child’s parents as if they were his or her own and 
attempt to obtain frustrated gratification or rewrite their old wrongs. It can also 
manifest by the therapist wanting to encourage the child to rebel against his or her 
parents. This rekindling of the therapist’s own childhood memories, if unrecognised 
by the therapist, may lead to an over identification with the child and therefore, can 
hinder the therapeutic process (Gabel & Bemporad, 1994).
The second variation of countertransference with regard to parental presence which is 
thought to occur in child psychotherapy and be be absent from adult psychotherapy, is 
that the therapist may displace his or her own negative feelings towards the child onto 
the parents. Children who are aggressive and unresponsive in therapy are likely to 
evoke particularly intense negative feelings within the therapist, but rather than
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accepting such strong negative feelings towards the child, the therapist may blame the 
parents for creating such an unmanageable child (Gabel & Bemporad, 1994). Marshall 
(1979) identifies that this variation of countertransference frequently occurs when 
working with children because it is particularly difficult for therapists to acknowledge 
negative feelings towards a child client as it can threaten their self-image of a caring, 
objective and able clinician as well as challenging cultural values of helping and 
loving children . In line with the first variation. Gabel & Bemporad (1994) warn that if 
intense negative feelings induced by the child are redirected towards the parents, out 
of the therapist’s consciousness, the therapeutic process can be contaminated.
The third countertransference variation elicited from the presence of the parents in 
child versus adult psychotherapy concerns potential responses elicited in the therapist, 
which are then directed towards the child’s family (Gabel & Bemporad, 1994). 
Specifically, the authors observe that competitive and narcissistic feelings may be 
elicited in the therapist as a direct consequence of the parents’ unique presence in the 
treatment of children. The therapist may have the fantasy that they are the ‘better 
parent’ and may wish to denigrate the natural parents, thus, leading to particularly 
confusing and conflicting feelings within the therapist. The authors suggest that this 
type of countertransference is absent from adult psychotherapy because without the 
involvement of the parent in the adult’s treatment, competitive and narcissistic 
feelings do not arise and manifest in a way that the therapist wishes to be the better 
parent.
Rasic (2010) explorative paper on countertransference in child and adult psychiatry 
points to a forth distinction between child and adult countertransference, which arises 
because of the differential nature and intensity of parental presence in child 
psychotherapy. He suggests that strong parental presence combined with the child’s 
age creates a unique situation where the therapist directly observes the influences of 
the parent on the child’s development as it is occurring. This is only unique to child 
psychotherapy because in adult psychotherapy most personality development has 
already occurred and is therefore, viewed by the therapist retrospectively (Rasic,
2010). Consequently, Rasic (2010) indicates that the therapist is more likely to view 
the child as a defenceless product of his or her environment, resulting in strong 
positive and protective feelings towards the child and intense negative feelings
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towards the parents. Although it has been recognised that adults can evoke intense 
positive and protective feelings in the therapist, the author argues that they are rarely 
accompanied by intense negative feelings towards the parent, and it is these 
differential countertransference responses that indicate the qualitative differences 
between child and adult countertransference (Rasic, 2010).
Clinical example
I will now present a clinical case to support the above observations and to illustrate 
my own intense and complex countertransference responses that have arisen when 
working with a five-year-old girl, who I will name Roxy, and her father. When Roxy 
was four, social services removed her from her biological mother after an incident 
where her mother physically assaulted her. Roxy currently resides with her biological 
father and her paternal grandfather. Upon meeting Roxy’s father, I formed the 
impression that he was defensive, controlling, highly critical and primed Roxy and her 
behaviour in therapy. Roxy on the other hand appeared to be a bubbly, intelligent, 
compliant and independent child and I instantly developed positive and protective 
countertransference feelings towards her. During the course of therapy, Roxy’s father 
became increasingly critical and controlling towards me and I developed strong 
negative feelings towards him, which upon reflection, influenced my 
countertransference and subsequent behaviour towards Roxy in-session. During 
therapy, Roxy often acted in a critical and controlling manner and although I was able 
to stay with these negative feelings (consciously, induced by her), I became aware that 
as my feelings towards her father became increasingly negative I redirected my 
feelings of anger and irritability elicited by Roxy, towards her father. I found myself 
immediately blaming her criticalness and need for control on her father rather than 
staying with these negative feelings and attributing them to part of her personality 
structure. Furthermore, as I reflected more upon my feelings towards Roxy and her 
father both within and outside the playroom, I became aware that I tended to allow 
Roxy to push the boundaries and permitted her to do things that I would not allow my 
other child clients to do. I also found myself condoning and enjoying her lack of 
compliance in the sessions and hoping that she would act in a less compliant way with 
her father. During my sessions with Roxy, I was aware but confused, by my 
countertransference and with the help of supervision, I realised that my advocacy and
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enjoyment of her rebelliousness was a result of my displaced anger towards her father. 
I also reflected that when I was a child, I used to rebel against my parents control over 
me and in this sense I was willing Roxy to act out with her father in accordance to my 
own childhood patterns. My countertransference towards Roxy and her father has 
been a unique experience for me and I have not encountered this quality or intensity of 
countertransference with any adult clients to date.
Action-orientated therapy
Another suggested source of difference between child and adult countertransference 
lies with the fundamental action-orientated nature of child psychotherapy (Schowalter, 
1985). By contrast, adult psychotherapy rarely involves any action and focuses almost 
exclusively on verbal associations (Feigelson, 1974). To elaborate on this point 
further, numerous authors (Kohrman et al, 1971; Feigelson, 1974; Schowalter, 1985; 
and Palombo, 1985) point out that the child therapist is often actively engaged in the 
child’s play, making it difficult for the therapist to reflect upon and understand their 
countertransference. Consequently, the therapist may experience more 
countertransference interferences (unconscious, therapist or client derived) with a 
child compared to an adult. Another possible countertransference difference 
stimulated by the action-orientated nature of working clinically with children is the 
tendency for the therapist to perceive the child’s (re) actions to him or her as those to a 
real object rather than to a transference object, resulting in more intense reactions 
within the therapist. Similarly, Schowalter (1985) emphasised that libidinal and 
aggressive expressions, as direct actions to the therapist, are more likely to provoke 
direct, personal reactions than are the same impulses when expressed as wishes, 
fantasies or verbal musings, which lead to quantitatively more intense and frequent 
countertransference responses with a child than with an adult (Kohrman et al, 1971). 
Furthermore, another reflection considering the action-orientation of the child is that 
every aspect of the playroom and the body of the therapist is available to him or her to 
signify and express their transference reactions (Kohrman et al, 1971). It is argued, 
that what the adult does through verbal and postural communication, the child does 
additionally through action directed towards the therapist, the playroom and all the 
materials within the playroom, resulting in overt threats of destruction, actual 
destruction and libidinal gratification from the child (Kohrman et al, 1971). Thus, it
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seems possible to infer that because of the above variations in child versus adult 
psychotherapy, the child therapist is likely to experience more frequent and intense 
countertransference responses towards the child, which may manifest in a way which, 
the therapist unconsciously defends himself from the aggression, libido and 
unnecessary gratification of the child.
Therapists ' childhood conflicts
Therapeutic work with children commonly arouses the therapists own childhood 
conflicts and Rasic (2010), suggests that this regressive impact leads to qualitatively 
different countertransference responses in therapist’s working with this age group 
compared to adults. Similarly, Bomstein emphasised the regressive pull on therapists’ 
when faced with a child’s continual sexual and aggressive provocation which, evokes 
a particular type of countertransference (unconscious, therapist and client derived) and 
puts a greater strain on the child therapist (Feigelson, 1974). To develop this point 
further, Marshall (1979) points out that children evoke the therapists own childhood 
longings and can manifest in two countertransference responses which are thought to 
be absent from adult psychotherapy. Firstly, the therapist may identify with the child 
and therefore feel that they need to provide the child with a good emotional 
experience instead of analysis. Alternatively, they may defend against their own 
infantile longings by responding to the child in an overly strict manner. Kohrman et al 
(1971) however, suggests that the countertransference differences brought about by 
the regressive impact of the child is a matter of intensity rather than quality. The 
authors point out that the action-orientated nature of child psychotherapy enhances the 
regressive impact on the therapist because the regression is communicated through 
action rather than verbal musings. The demand that children therefore put on their 
therapist for responses in the form of an action, increases the intensity of a regressive 
countertransference response. In support of Kohrman et al (1979) position, Feigelson 
(1974) comments that adults, particularly childlike adults, can evoke repressed 
infantile longings in the therapist and are not absent from adult psychotherapy but that 
they arise less frequently and at a lower intensity.
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The therapists ’ children
A fifth distinction between child versus adult countertransference has been attributed 
to the therapists’ tendency to see aspects of their own children in their clients, which is 
thought to give rise to qualitatively different countertransference responses (Gabel & 
Bemporad, 1994). Although this distinction has not been elaborated on to the same 
extent as the above differences, there appears to be agreement within the literature that 
this is an additional and unique source of countertransference in child psychotherapy. 
Marshall (1979) points out that, children can evoke both positive and negative 
countertransference feelings within the therapist, which are particularly confusing, 
since the feelings may represent undesired attitudes towards their own offspring. 
Furthermore, Schowalter (1985) notes that this variety of countertransference is 
especially likely when the patient is the same age as the therapists’ own children or 
they have problems similar to one’s own child or to oneself. Thus, it seems possible 
that the increased likelihood of therapists seeing aspects of their own children in their 
clients represents a qualitative difference between child and adult countertransference 
because most therapists have qualitatively different relationships with their adult 
offspring compared to their child offspring and therefore, results in qualitatively 
different responses in the therapist when working with children.
Conclusions
Finally, there appears to be both qualitative and quantitative differences between child 
and adult countertransference and although, some authors suggest that the differences 
are quantitative rather than qualitative (Feigelson, 1974), it appears that child 
psychotherapy is unique in both quality and intensity. Specifically, the physical and 
psychological presence of the parent(s) and the tendency for the child client to remind 
therapists of their own children elicit qualitatively different countertransference 
responses. Although many authors who have given recognition to the importance of 
this topic have focussed on countertransference differences found in child 
psychotherapy as a hindrance to the therapeutic process, there is currently growing 
recognition that it is an integral part of child psychotherapy (Marshall, 1979). 
Furthermore, Ralph (2001) notes that the therapists’ countertransference is often the 
only tool available for understanding the child’s feelings, experiences and
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communications. Yet, regardless of the authors’ position on the clinical implications 
of child countertransference, there is an urge that it should no longer be an ignored or 
neglected concept. From my own experiences of working therapeutically with 
children, I adhere to the notion suggested by authors and clinicians, that child 
countertransference is ubiquitous and its recognition, acknowledgement and 
understanding is crucial in providing good psychoanalysis and good psychotherapy, 
which hints at the importance of this issue for counselling psychologists to consider 
when working therapeutically with children.
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Ruptures in the therapeutic relationship: The use of transference and 
countertransference in CBT
This paper seeks to explore the relationship between transference, countertransference 
and CBT, and discusses how these concepts can be used within a CBT context. The 
paper draws upon Safran and colleagues integrated model of rupture resolution in 
conjunction with a clinical example to demonstrate how clinicians including 
counselling psychologists, can use transference and countertransference processes to 
understand and work through potential ruptures in the therapeutic relationship within a 
CBT framework.
Introduction
The perspective that the quality of the therapeutic relationship is an integral 
component to therapeutic intervention resonates closely with the values and theory of 
counselling psychology. In contrast to this view, cognitive behavioural therapists have 
traditionally de-emphasised the importance of the therapeutic relationship and instead, 
emphasised technique or ‘specific factors’ as central agents to therapeutic change 
(Katzow & Safran, 2007). During the early 1970s however, the behavioural approach 
began to embrace a social learning perspective and the therapeutic relationship came 
to assume a more important role (Ullman & Krasner, 1965; Safran & Segal, 1990). 
Mirroring this shift, over the past three decades, psychotherapy research has produced 
a growing body of empirical evidence indicating that the quality of the therapeutic 
relationship is one of the strongest predictors of outcome across therapeutic modalities 
including cognitive behavioural therapy (CBT; Safran & Segal, 1990). Consequently, 
there has been a shift in CBT practice in the direction of an interpersonal perspective 
and towards recognition of the importance of the therapeutic relationship as a 
mechanism of fundamental significance (Safran, 1993). Subsequently, many cognitive 
behavioural therapists today (Leahy, 1993; Safran & Segal, 1990; Young et al, 2003), 
conceptualise the therapeutic relationship as a vital aspect of therapeutic intervention.
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which can be used in conjunction with technique to drive change and thus, reflects a 
shift that resonates closely with counselling psychology discourse.
Transference and CBT
Despite the historical lack of emphasis on the therapeutic relationship, cognitive 
behaviourists have always emphasised the importance of establishing strong 
collaborative relationships between client and therapist (Beck et al, 1979). Beck and 
Young (1985) suggested that in developing a good therapeutic collaboration, the 
therapist should be genuinely warm, empathie, open, concerned and not play the role 
of the ‘absolute expert’, so as to facilitate a collaboration of therapeutic goals and 
homework assignments. While adopting a similar perspective to humanistic based 
therapists in terms of acknowledging the importance for the therapist to possess and 
convey empathy, warmth and genuine concern, traditional cognitive behaviourists by 
contrast to psychodynamic orientated therapists, have de-emphasised the importance 
of the transference relationship. CBT therapists have historically argued that the 
“cultivation and management of the transference relationship has little impact upon 
the patient’s everyday life” (Safran & Segal, 1990, p.26) and therefore, disregarded it 
as a potential vehicle for bringing about change.
In recent years however, and in line with the movement in psychotherapy towards 
adopting a more interpersonal perspective, adherence to the transference relationship 
has consistently been encouraged amongst cognitive behaviourists (Jacobson, 1989; 
Safran, 1993; Safran & Segal, 1990; Katzow & Safran, 2007). Thus, based on this 
theoretical movement, contemporary cognitive behaviourists have drawn upon 
Sullivan’s (1953) conceptualisation of the transference, social-cognitive theory and 
attachment theory to develop an understanding of the transference as the process by 
which, mental representations of the self and other, held in memory, are triggered by 
social contextual cues and applied to new individuals (Miranda & Andersen, 2007). 
Safran & Segal (1990) argue that as with any other model of psychotherapy, cognitive 
behavioural based therapies provide a social context that can trigger the client’s 
mental representations of the self and other, or using their terminology, ‘interpersonal 
schemas’. Although they recognise that by contrast to psychodynamic modalities, the
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transference should not function as the main therapeutic tool in CBT, they argue that 
the process of the transference is an important therapeutic mechanism, which if 
recognised by the therapist, can bring about positive change (Safran & Segal, 1990).
Countertransference and CBT
Following a similar pattern to the relative lack of emphasis on the transference within 
CBT, traditional cognitive behaviourists have largely ignored the role of the therapists 
own feelings, thoughts and reactions or ‘countertransference’ in the therapeutic 
process. Safran and Segal (1990) however argue that, “there is no reason to assume 
that cognitive therapists are any more immune to counter-therapeutic reactions and 
feelings than their psychoanalytic colleagues” (Safran & Segal, 1990, p.41). Thus, 
based on the increasing acceptance of the importance of the transference and 
countertransference in CBT, in conjunction with Bordin’s (1979) transtheoretical 
reformulation of the therapeutic alliance. Safran and Segal (1990) developed an 
understanding of the therapeutic relationship as an ongoing negotiation between client 
and therapist. In complete agreement with Safran and Segal’s (1990) revised 
understanding of the therapeutic relationship, their reasoning that both the client and 
therapist bring their own interpersonal schemas, feelings and reactions to create an 
interpersonal system resonates with me and appears comparable with Winnicott’s 
(1971) idea of an intersubjective space. With further adherence to Safran and Segal’s 
(1990) thinking, 1 fully acknowledge that transference-countertransference 
interactions may not only function as a useful therapeutic tool but that they can also 
create difficulties in the therapeutic relationship, which if ignored, can result in major 
difficulties in the working alliance and therefore, limit positive therapeutic outcome 
(Safran & Muran, 2000).
Safran and colleagues model for rupture resolution
In response to the theoretical shifts within CBT concerning the therapeutic 
relationship and the concepts of transference and countertransference. Safran and 
colleagues (Safran 1993, 1998; Safran & Muran, 1996,2000; Safran & Segal, 1990;
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Katzow & Safran, 2007) have developed an integrated theoretical perspective and 
model. The model incorporates contemporary psychodynamic theory (Strupp &
Binder 1984; Gill, 1982) and cognitive behavioural conceptualisations of the 
transference and countertransference, to inform CBT therapists about how to 
understand and work with difficulties in the therapeutic relationship.
Drawing on this theoretical framework. Safran and Segal (1990) conceptualise 
difficulties in the therapeutic relationship as breaches in relatedness. They suggest that 
breaches occur when a maladaptive relational schema is triggered in the therapeutic 
situation through the process of the transference, and that the client perceives the 
therapist’s actions or responses as confirming his or her negative dysfunctional beliefs 
about relationships with significant others (Safran & Segal 1990). They hypothesize 
that when this occurs, instead of challenging the client’s cognitive distortions or 
dysfunctional attitudes about the self, as more traditional models of CBT would 
encourage, the therapist should stop in the middle of their intervention and begin to 
explore precisely what is going on for the client in that moment (Safran & Segal, 
1990). They argue that if the therapist is able to sensitively and empathically explore 
the client’s phenomenological experience, in-session, they can help the client 
understand their interpersonal beliefs, expectations and appraisal processes that play a 
central role in perpetuating their dysfunctional cognitive interpersonal cycle. 
Additionally, they assert that by exploring the client’s phenomenological experience 
of the therapeutic alliance in the moment, the therapist can also provide an opportunity 
for the client to have a new relational experience that disconfirms their beliefs about 
themselves in relation to significant others and their maladaptive interpersonal 
schemas (Safran & Segal, 1990).
From theory to practice
Turning now to practice, I will draw upon Safran and colleagues’ model for rupture 
resolution (Safran 1993, 1998; Safran & Muran, 1996, 2000; Safran & Segal, 1990; 
Katzow & Safran, 2007) to demonstrate how CBT therapists can utilise the concepts 
of transference and countertransference when working with difficulties in the 
therapeutic relationship. I will also use an example from my own clinical practice to
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help illustrate this model and reveal how by acknowledging transference and 
countertransference processes, counselling psychologists can work in a more 
integrated way and closer to their values, while practicing in a CBT context.
Stage 1:
According to Safran and colleagues model, the first stage for resolving alliance 
ruptures involves the therapist recognising that through the process of the 
transference, they have become engaged in a maladaptive interpersonal cycle with the 
client. As mentioned previously. Safran & Segal (1990) reason that ruptures in the 
therapeutic relationship often occur when the client perceives the therapist’s actions or 
responses as confirming their maladaptive interpersonal schemas. For example, the 
client may try to conceal their frustration to the therapist’s intervention by quickly 
agreeing or behaving in an overly compliant and submissive manner. If the therapist 
misses the subtle cues of frustration from the client, their complimentary responses to 
the client’s overt compliance and submissiveness may be to become more controlling 
and dominant. This interaction therefore, reinforces the client’s beliefs that the self is 
submissive, others are dominating, and that they must behave in a compliant manner 
because any attempts to be assertive will be ignored or met with rejection. Thus, in 
this first stage, the therapist’s acknowledgement of the process and pull of the 
transference, in-session, is crucial.
Stage 2:
The second stage involves what Safran and colleagues (Safran 1993, 1998; Safran & 
Muran, 1996, 2000; Safran & Segal, 1990; Katzow & Safran, 2007) define as 
‘recognising and disembedding from the cognitive interpersonal cycle.’ In this stage, 
they advise the therapist to notice and draw attention to the rupture and establish a 
focus on the here and now of the therapeutic relationship. Katzow & Safran (2007) 
note that some rupture markers are obvious opportunities for negotiation whereas 
others are more subtle, therefore, they encourage therapists to maintain an ongoing 
awareness of their ‘own subjective states’ to help detect impasse moments. They 
argue that through the therapist dedicating his or her awareness to their 
countertransference, they are not only able to gain a greater understanding of the 
clients’ maladaptive interpersonal schemas but also, they can recognise that they are
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embedded in the client’s maladaptive interpersonal cycle and subsequently, begin to 
disembed from the enactment.
Safran and colleagues suggest that therapists can disembed from the cycle by 
observing one’s own feelings and reactions in a dispassionate and non-attached 
manner and through communicating to the client what is happening between them in 
the moment. They offer that a useful tool for facilitating this is ‘therapeutic 
metacommunication’, which is a type of mindfulness-in-action that focuses on a 
collaborative exploration and communication about the current interaction between 
therapist and client. Safran and Segal (1990) infer that metacommunication can serve 
two functions; firstly, it allows the therapist to continue to disembed from the 
maladaptive interpersonal cycle and therefore, provides the client with an experiential 
disconfirmation of their dysfunctional interpersonal schemas. Secondly, it helps the 
client to begin to see his or her own contribution to the interaction. Although the use 
of metacommunication is similar to transference interpretations typically used in 
psychodynamic based therapies. Safran and Segal (1990) suggest that there are two 
distinct differences. Firstly, when using metacommunication, the CBT therapist must 
be able to explore and acknowledge their own subjectivities and contributions to the 
maladaptive interpersonal cycle, be able to take responsibility for their contribution to 
the rupture and discuss this collaboratively with the client. Secondly, the CBT 
therapist by contrast to psychodynamic orientated therapists, are encouraged to focus 
on the immediate details of experience and behaviour in the therapeutic relationship in 
the here and now, rather than engaging and focusing on an exploration of the client’s 
relational history (Safran and Muran, 2000). Further, drawing on humanistic theory, 
Katzow and Safran (2007) encourage that when therapists metacommunicate, they 
should maintain a curious, empathie, sensitive and accepting stance towards the client 
and be open to any negative feelings that may emerge.
Turning attention to my clinical practice with a 62-year-old female client, Pat, who 
came to therapy (CBT) presenting with depression and social isolation. After ten 
minutes into our first session, Pat began disclosing that her previous experience of 
therapy was useless and that her therapist did not know what she was doing. She also 
spoke about how the crisis team labelled her as negative and had not understood her 
because they tried to make her go to bingo. In response to her disclosures, 1 became
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aware that I was starting to feel protective of myself. I was also aware that I had 
quickly formed an impression that Pat was a negative individual and that she was 
going to be a very awkward client, who is likely to put up barriers to any intervention 
that I offer. By being aware of my shifting countertransference, I was able to reason 
that I was probably feeling threatened by her and I became conscious that because of 
my own core belief of ‘not being good enough’, this may have contributed to my 
feeling protective of myself. I also noted that my thoughts about her being negative 
and awkward were in line with other professionals and this helped me to understand 
that I was being pulled, by the transference, into a maladaptive interpersonal cycle. 
With this in mind, when Pat told me that her ex-partner had gone off with a “psycho 
American psychotherapist” and then asked me in an accusatory tone with narrowing 
eyes whether I was a psychotherapist, I was able to ‘disembed from the enactment’ 
and not respond to her hostility with hostility from my countertransference. Instead, 
by being aware of my own countertransference, dysfunctional beliefs and being 
involved in a maladaptive interpersonal cycle, I was able to curiously and 
empathically explore with her what was going on between us in that moment.
Stage 3:
Referring back to Safran and colleagues’ model (Safran 1993, 1998; Safran & Muran, 
1996, 2000; Safran & Segal, 1990; Katzow & Safran, 2007), the third stage in rupture 
resolution involves a collaborative exploration of the client’s construal of events. They 
assert that the focus should remain on the here and now of the therapeutic relationship 
and the purpose is to provide the client with an understanding of their maladaptive 
interpersonal cycles, as well as giving them an opportunity to work their way out of 
their cycles. Thus, the focus in this stage is not on identifying or challenging cognitive 
distortions but, collaboratively reaching a better understanding of the client’s 
responses and what led up to them. Relating this back to my clinical example, when 
confronted with Pat’s hostility, 1 turned the focus to what had just occurred between 
us and asked her tentatively whether she was wondering if she could trust me, if 1 
could help her and if 1 too, was going to label her as negative. Pat was silent for a 
while and then responded that all the other professionals in the trust had called her
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negative; because I was young, she wondered how much I could really know and help 
her; and because of her last experience with a psychotherapist was “traumatic”, she 
felt untrustworthy towards me. In response, I acknowledged and validated her 
construal of the situation and took responsibility for being young and in a 
psychotherapeutic role. At this point, Pat directed the conversation away from the here 
and now of the therapeutic relationship and told me at length about how her two life­
long friends had recently ‘abandoned’ her after she had become angry with them. At 
this point, I felt scared about discussing her beliefs of abandonment and the 
consequences of her hostility in the here and now of our relationship, in case she 
experienced me as critical, invalidating, and a bad therapist. Although I was aware of 
my countertransference, the rigidity of my core beliefs about ‘not being good enough’ 
resulted in me becoming embedded in the transference-countertransference 
interaction.
Stage 4:
Relating this back to the model. Safran and colleagues understand Pat’s movement 
away from the here and now of the therapeutic relationship into story telling as 
‘avoidance of vulnerability/aggression’. They infer that in a typical resolution process, 
the exploration of the rupture proceeds to a certain point and then becomes blocked by 
the client’s coping strategies that function to avoid the emotions associated with the 
rupture. Katzow & Safran (2007) suggest that the therapist must track subtle shifts in 
their own countertransference and the client’s experience as they explore the construal 
of events. Although I recognised my fear of Pat denigrating me as a therapist in the 
moment, I was unable to acknowledge my feelings in a non-attached manner and 
therefore, I was too scared to shift the focus of the session back to the here and now of 
our relationship. Thus, I colluded with her and my own vulnerability/avoidance and 
consequently, contributed to preventing her from gaining a better understanding of her 
maladaptive interpersonal cycles.
Stage 5:
In the fifth and final stage of Safran and colleagues rupture resolution model, they 
infer that the client at this stage should be able to access and express their underlying 
wishes and needs to the therapist. They warn that in this stage as in any other, the
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therapist must remain aware of the pull of the transference and their subsequent 
countertransference because if undetected, it can perpetuate a new enactment of the 
maladaptive cycle. They reason that if the therapist is able to remain aware of their 
countertransference and disembed from the enactment, clients can begin to express 
underlying emotions and needs without feeling that they will endanger interpersonal 
relatedness. With regard to my future work with Pat, because this model resonates 
with me on a personal and professional level, by keeping this model in mind, I may be 
able to detach myself from my countertransference more successfully and therefore 
enable me to feel more confident to stay in the here and now of our relationship. I 
believe that due to Pat’s ongoing difficulties with intimate relationships and feelings 
of isolation, by enabling her to gain a better understanding of her maladaptive 
interpersonal schemas and through providing her with an experiential disconfirmation 
of her dysfunctional interpersonal beliefs, this will be an invaluable part of our work 
together.
Conclusions
To conclude this paper, the last three decades have witnessed a dramatic shift in 
cognitive behavioural therapies in the direction towards a more interpersonal 
perspective, which recognises the therapeutic relationship as a therapeutic mechanism 
of fundamental significance. Similarly, in recent years, cognitive behaviourists have 
come to recognise the relative importance of the transference relationship in the 
therapeutic process and acknowledge the possibility that if transference- 
countertransference interactions are ignored difficulties in the therapeutic relationship 
may develop and lead to poor outcome at best and premature termination at worst. In 
response to this movement. Safran and colleagues have developed an integrated 
theoretical perspective and model, which incorporates cognitive behavioural 
conceptualisations of the transference and countertransference for working with 
ruptures in the therapeutic relationship. They assert that by framing difficulties in the 
therapeutic relationship as unique opportunities to explore the client’s dysfunctional 
cognitive affective interpersonal patterns, and by therapists being aware of 
transference-countertransference interactions in the therapeutic process, they can
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provide clients with a new constructive interpersonal experience and thus, modify 
their maladaptive interpersonal schemas. Although I acknowledge that this model is 
neither fault-proof nor suitable for every client in every context, I conceive that by 
being aware of the influence of the transference relationship and working through 
difficulties in the therapeutic relationship with Safran and colleagues’ framework in 
mind, counselling psychologists can work more closely to their values when 
practicing in a CBT context.
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“It is not abont my weight bnt abont what is in my head and my heart”: 
Anorexia nervosa, phenomenology and CBT
Introdnction
In western cultures, anorexia nervosa is recognised as a form of human distress in 
which the individual living with anorexia engages in rigid, often obsessive and 
restrictive eating behaviours. The preoccupation with weight loss and food restriction 
that characterises understandings of anorexia appear to evoke distress for the 
individual at both a psychological and physiological level, with the potential of long­
term restrictive eating behaviours leading to fatal consequences. Due to the potentially 
severe and chronic biological consequences for individuals living with anorexia, it is 
not surprising that medical frameworks have dominated research, theoretical 
understandings and therapeutic interventions. However, recent years have witnessed a 
rise in differing theoretical and therapeutic perspectives, which have gone some way 
to challenge the medical notion of ‘pathologising’ and ‘treating’ individuals with 
anorexia, and resonate more closely with the theory and values of counselling 
psychology.
Medical/diagnostic perspectives and their limitations
Medical/psychiatric perspectives understand anorexia as a self-contained, biologically 
caused illness. The DSM-IV classifies anorexia nervosa as a ‘psychiatric disorder’ 
according to criteria focusing on physical consequences and cognitive distortions of 
body-weight and shape (American Psychological Association, 1994). In recent years, 
this diagnostic classification has received attention as to its limitations due to its 
inclusive, constructed and reductive nature. For example, individuals presenting with 
anorexia rarely fit neatly into set diagnostic categories; with most merging into other 
eating disorder categories (Waller et al, 2007) and few remaining in the same 
diagnostic group over-time (Fairbum & Harrison, 2003). Further, psychopathology 
literature has documented that anorexia is frequently associated with other psychiatric 
conditions (Salbach-Andrae et al, 2008), but the nature of these associations are
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unclear and indicate that categorising individuals into groups and sub-groups 
according to a set list of criteria is meaningless, ineffective and at risk of losing the 
individual and the idiosyncratic nature of their presenting difficulties. To emphasise 
psychiatric limitations further, overwhelmingly, women are the largest group to 
receive a diagnosis of anorexia nervosa and critics have argued that the gendered 
nature is incidental rather than fundamental and reveals more about western 
constructions of femininity and the cultural and political functions of diagnoses 
(Parker et al, 1995).
Medical/diagnostic perspectives have not only been challenged with regard to the 
diagnosis of anorexia nervosa but also, with the pathologisation of mental-health 
issues in general. Over recent years, there has been a rising number of authors who 
have taken a critical stance towards psychiatry and the treatment of mental illnesses in 
accordance with the medical model (Parker et al, 1995). Critics have argued that by 
pathologising and diagnosing patients with ‘mental illnesses’, individuals are at risk of 
marginalisation and oppression by society. Further, the use of psychiatric language in 
terms of labelling individuals as ‘mentally ill’, evoke powerful assumptions that there 
is something fundamentally wrong with the individual and that they are to blame for 
their ‘illness’, which often has far-reaching negative consequences (Parker et al,
1995).
In contrast to this medical/psychiatric perspective, authors from an existentialist 
position have argued that there is no place for any concept of mental illness. For 
example, Laing (1965) refused to employ medical categories to mental health 
presentations and insisted that ‘patients’ should be viewed first and foremost as 
people. Drawing on Sartre’s (1969) existential philosophy, Laing adopted a more 
social relations perspective and inferred that being-in-the-world carries with it anxiety 
and ‘ontological insecurity’. Underpinned by a phenomenological epistemology, he 
understood the development of mental health issues as a functional retreat from the 
threat of an individuals’ existence of being-in-the-world. In line with a counselling 
psychology perspective, 1 argue that by viewing anorexia in accordance with an 
existential-phenomenological perspective, where anorexia can be understood as 
providing specific functions for the individual and their ways of being-in-the-world, 
this view can offer a more useful way of engaging with individual’s in their distress.
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Despite my critique of the medical/psychiatric perspective because the use of medical 
language continues to permeate this discourse, I will use the term ‘anorexia’ 
throughout this paper for shared understanding.
Experiences of anorexia nervosa for;
The individual
I have worked in an eating disorders unit for a number of years and this experience 
has enabled me to gain insight and understanding into what it is for an individual to 
live with anorexia. By adopting an existential-phenomenological stance, I understand 
anorexia as a dynamic way of expressing an individual’s conflicted ways of being-in- 
the-world. Although individuals living with anorexia display similar restrictive eating 
and weight loss behaviours, the intensity and composition of these symptoms vary. 
Furthermore, the subjective meanings that an individual ascribes and the functions that 
living with anorexia serves, appear unique, with no two people’s experiences being 
identical.
Individuals have described turning to restricting their diets as a means of coping with 
their deep sense of unhappiness with themselves and their lives. Through articulating 
their experiences, I understand that these behaviours provide a variety of functions for 
the individual, which at least in the short-term are fulfilled. Many individuals have 
described that they engaged in food restriction and weight loss behaviours to enable 
them to feel in control of themselves and their lives, which enabled them to create a 
sense of safety and predictability in an otherwise chaotic, unpredictable and ever- 
changing world. Many revealed that by intentionally changing their body shapes, they 
were able to create a new identity that they felt in control of and of which, had 
personal significance to them. Some individuals articulated that they initially, received 
positive feedback from others about their weight loss and they described feeling a 
sense of achievement, strength, perfection and self-confidence. From listening to 
people’s experiences, by developing a preoccupation with weight loss and food 
restriction, they were able to avoid thinking about and feeling overwhelming negative 
emotions. Further, individuals have described that by obtaining a visibly skeletal
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body, they were able to elicit care from others and halt both their physiological and 
psychological developmental processes, thus, preventing them from growing up, 
taking responsibility and making important decisions. At an unconscious level, some 
have described that by engaging in intentional weight loss, they were able to express 
through their bodies, their unhappiness with themselves and communicate to others, 
their sense of worthlessness by taking up less space in the world. Lastly, some have 
also described that starving their bodies functioned as a passive way of evoking death 
and tempting fate. It is important to note that there are many other functions and 
subjective meanings attached to restrictive food and weight loss behaviours and I 
argue that instead of focussing solely on weight gain, it is vital to understand these 
unique functions and meanings. This point is perhaps, better expressed through the 
words of a 15 year-old girl living with anorexia when she poignantly articulated, “it is 
not about my weight but about what is in my head and my heart”.
From this perspective of understanding the functions of engaging in intentional weight 
loss, it is not surprising that individuals’ continue to engage in these behaviours. 
However, many describe that as time passes, the functions that their anorexia initially 
fulfilled become harder to achieve and consequently, report engaging in more severe 
weight loss behaviours. Many describe feeling intense guilt, greed and a lack of self- 
worth when consuming even a small number of calories. Most often, individuals 
report having intrusive thoughts or hearing ‘anorexic voice(s)’ that tell them they are 
‘not good enough’, which results in them restricting their diets further. Individuals 
describe the engagement in anorexic symptoms as taking over their lives and often 
their days become structured around losing weight and avoiding food. They report 
deceiving significant others to achieve weight loss and many experience intense guilt 
as a consequence. Due to the physiological and psychological consequences of food 
restriction, individuals often describe not being able to concentrate on work, school or 
social relationships and typically report becoming introspective and withdrawing from 
their world. Further, individuals describe experiencing distressing physiological 
consequences, feeling numb and experiencing a loss of interest in hobbies resulting in 
feelings of isolation and detachment from the world and simultaneously, promoting 
the engagement in their symptoms as means to relieve their distress.
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Carers
In line with the view regarding the importance of understanding the idiosyncratic 
meanings and functions that engaging in symptoms of anorexia can fulfil for an 
individual, it seems significant to reveal the potential meanings of the relationship 
between the individual and carer. For me, developing a caring relationship with a 
patient meant that I was doing my job well and provided me with a sense of control 
and safety when working in such a high risk and unpredictable context. In addition, 
caring for individuals who expressed that the most important function of their 
anorexia was the care it elicited from others, allowed me to feel needed and valued by 
that individual, which created feelings of self-worth and purpose for me as well as 
feelings of care for those who so desperately wanted it. However, feeling needed and 
valued came with responsibility and expectation, which for me, elicited perfectionist 
tendencies, anxiety, an over inflated sense of responsibility, self-criticism and guilt; 
feelings that are interestingly very similar to those described by individuals living with 
anorexia. Thus, at a conscious level, the patient-carer relationship may reflect positive 
meanings for both carer and the individual living with anorexia, however, at a deeper 
level, the relationship may function as a way for the patient to project their difficult 
feelings and for the carer, a subject to contain these feelings.
The family
From working in an adolescent unit, I have gained insight into the experiences of 
families who encounter an individual living with anorexia. The experience for families 
is particularly distressing due to the visible, physiological and ambivalent nature of 
individuals living with anorexia. Feelings of hopelessness, anger, frustration and 
despair are often prevalent and families regularly resort to coercion to ‘bribe’ the 
person into giving up their anorexia. There are also tendencies for family members to 
split, with one parent being ‘good’ and the other ‘bad’. Further, there is frequently a 
pattern where some families are intensely involved in their loved ones care, whereas 
others distance themselves from the individual. Similarly, some families appear either 
plagued by guilt or unwilling to take any responsibility for their contribution to the 
development and maintenance of the individuals’ engagement in anorexic symptoms.
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Working therapeutically with anorexia: A CBT approach
Following the existential-phenomenological perspective of emphasising the 
importance of understanding, the idiosyncratic meanings and experiences for those 
living with anorexia nervosa, cognitive behaviour therapies similarly emphasise the 
concept of meaning in working towards psychological growth and change (Corrie & 
Milton, 2000). Specifically, CBT conceptualises meaning as concerning how each of 
us process information about the world to achieve a sense of ourselves in our 
environment. Although existential-phenomenological and cognitive behaviour 
therapies advocate different epistemological positions, understandings of experience, 
manner of intervention and emphasis on therapeutic change (Corrie & Milton, 2000), 
their shared focus on the ways in which, individuals attribute meaning to their 
experiences hints that cognitive behaviour approaches can offer an effective 
framework to understand and work therapeutically with individuals living with 
anorexia.
CBT understandings o f  anorexia
Cognitive behaviour therapies believe that the interpretive aspect of an individual’s 
experience is central to their experiences of life and in the manifestation of 
psychological disturbances. From this perspective, psychological difficulties arise 
through interpreting events concerning the self, others and the world in negative and 
maladaptive ways, resulting in beliefs becoming rigid and inflexible, with information 
contradicting these beliefs filtered out (Corrie & Milton, 2000). Specifically, CBT 
frameworks understand that individuals with anorexia place substantial emphasis on 
their weight, shape and eating. These cognitive over-evaluations and associated 
anxieties are conceptualised as arising from dysfunctional cognitions and safety 
behaviours relating to evaluations of self-worth (Fairbum et al, 2003). Typically, 
individuals living with anorexia judge themselves almost exclusively against a limited 
set of criteria, for example being thin, resulting in them limiting their behaviours such 
as, controlling food intake. Thus, this limited set of cognitions and behaviours develop 
into a self-maintaining system of positive reinforcement and dramatic avoidance of 
weight gain (Waller, 2007).
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Although cognitive behaviour therapies apply a theoretical model to a person and their 
specific form of distress in terms of the types of cognitive distortions and associated 
dysfunctional behaviours, they do not advocate that thought processes and behaviours 
‘cause’ distress in a simplistic way (Corrie & Milton, 2000). Instead, they recognise 
psychological distress as incorporating experiential, social and environmental 
elements within a complex interplay between thoughts, emotions, physiology and 
behaviour. Furthermore, they emphasise that it is how an individual appraises a 
situation that ultimately determines how they experience life in both emotional and 
behavioural terms and therefore, provides a framework through which individuals can 
learn to identify and re-evaluate the idiosyncratic meanings of their anorexia to enable 
them to develop a new relationship to themselves and their world. In addition, by 
drawing on existential-phenomenological ideas, CBT approaches may further benefit 
from recognising the importance of the individuals context and relational aspects of 
experience, to think beyond cognitive distortions and incorporate an exploration of 
experiential aspects of being-in-the-world (Corrie & Milton, 2000).
Therapeutic stance
Due to the perspective that each person’s style of information processing is unique to 
them, therapeutic interventions used in cognitive behaviour therapies differ according 
to the client’s idiosyncratic needs but typically, aim to help clients acknowledge the 
interplay between different levels of cognition (NATs, dysfunctional assumptions, 
core beliefs) and their relationship to mood and behaviour. From this view, there are 
many reasons as to why individuals engage in their anorexic symptoms and both the 
client and therapist will benefit from understanding these meanings and appraisals 
(Waller et al, 2007). By adopting a phenomenological Socratic stance and fostering a 
position of acceptance, genuineness and empathy, the therapist can convey 
understanding for the client’s position and transmit a need to change. Thus, reducing 
the shame and helplessness that typically characterises individuals’ experiences of 
anorexia by providing a framework to help them reach an understanding of the 
meanings behind their beliefs that they attribute to their lives and their symptoms, how 
these beliefs have developed and through providing them with hope that change is 
possible (Waller et al, 2007).
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CBT frameworks encourage a therapeutic relationship that is more collaborative than 
other therapeutic models, whereby both client and therapist work together to identify 
and test out hypotheses implicit in the clients thinking (Corrie & Milton, 2000). It is 
essential that both parties recognise that they have their own knowledge, skills and 
experiences that are equally necessary for effective therapeutic intervention. The 
reasoning behind this is for the therapist to empower the client by making it 
transparent that they are the only ones who are the experts of their own feelings and 
experiences and that, they have the agency to change their thoughts and behaviours 
through constructing new meanings (Waller et al, 2007). Based on my experiences, I 
argue that this stance may be particularly helpful for individuals living with anorexia 
because it affords them the opportunity to take responsibility and make the choice to 
change their behaviours rather than feeling forced by their therapist, which is likely to 
have negative implications for the therapeutic relationship. For similar reasons, CBT 
approaches emphasise that therapists should take an active and authoritative stance 
rather than a passive or authoritarian one. Waller et al (2007) argue that by the 
therapist being active and authoritative, the client can view them as a source of 
information and strategies as opposed to prescribing behavioural and dietary change 
as well as assisting them to reflect upon their experiences and appraisals of their 
experiences more objectively. Lastly, Corrie & Milton (2000) suggest that the 
therapist’s curiosity and creativity are powerful tools to help client’s generate new 
meanings and ways of being in the world, but argue that it is perhaps, the therapists 
ability to stay phenomenological rather than theory led, which is an important position 
to aim for to promote therapeutic change.
Implications for engagement and the therapeutic relationship
From the perspective of acknowledging the meanings and consequences of engaging 
in symptoms of anorexia, it is understandable that individuals living with this 
presentation are ambivalent about engaging in therapeutic intervention (Waller et al, 
2007). Crisp (1980) reports that typically, individuals living with anorexia experience 
internal conflict when attempting to change their behaviours and can result in them 
overtly refusing to engage in therapy or demonstrate therapy interfering behaviours. 
Additionally, Waller et al (2007) suggests that some symptoms of anorexia are 
‘egosyntonic’ in that the individual views their behaviours as consistent with their
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negative beliefs about themselves and thus, reducing therapeutic engagement. Further, 
because engaging in weight loss behaviours function as a coping mechanism for the 
individual, it is likely that clients will fear change. Consequently, the initial 
engagement of an individual living with anorexia in therapy may be challenging for 
both the client and therapist. However, I argue that by applying a CBT approach, in 
terms of attempting to understand the client’s position and viewing their symptoms as 
providing specific functions, a positive therapeutic-alliance can be established and 
therefore, increase the likelihood for therapeutic engagement. Further, for those who 
overtly express total resistance to change, the range of second and third-wave based 
CBT interventions available can afford clients the opportunity to not only gain support 
from a therapeutic relationship but also, provide them with interventions that 
compliment their own individual needs for their specific stage of change.
Challenges with engagement do not only occur in the initial stages of therapy but also, 
vary dramatically throughout the therapeutic process (Waller et al, 2007). To address 
these difficulties from a CBT perspective, Geller (2002) suggests that it may be 
helpful to agree on a means of assessing the clients’ engagement in motivational terms 
that makes sense to the client at the beginning of therapy. Furthermore, specific CBT 
techniques to enhance motivation can be employed, which focus on enabling the client 
to get a sense of their potential for change through examining their personal resources 
and to consider the long and short-term advantages and disadvantages of their 
behaviours (Waller et al, 2007). Lastly, engagement issues and implications for the 
therapeutic relationship can occur during later stages of the therapeutic process. CBT 
approaches understand that individuals often view their anorexia as providing a 
number of functions and therefore, clients’ frequently have trouble with letting go of 
their anorexia. In these cases, CBT approaches emphasise the use of Socratic 
questioning and specific techniques to help the client view the positive changes that 
they have already made and the implications for their future if they continue to hold 
onto their anorexia.
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Conclusions
Anorexia nervosa is a distressing experience for the individual, families and those 
involved in their care, with many individuals’ battling with their distress for years. I 
strongly believe that by adopting a existential-phenomenological stance and viewing 
anorexic symptoms as providing specific functions and ways of coping with being-in- 
the-world; validation and understanding for both the individual and those involved in 
their care can be achieved. Due to the phenomenological underpinnings, emphasis on 
meaning, therapeutic stance and range of therapeutic interventions that CBT 
approaches offer, I believe that this therapeutic model not only provides an insightful 
framework for engaging with individuals living with anorexia in their distress but 
also, offers a range of techniques and coping strategies to help relieve distress, provide 
hope and promote change. Finally, perhaps an integration of existential- 
phenomenological and cognitive behaviour therapies, which encourage the therapist to 
stay phenomenological rather than theory led, may offer individuals living with 
anorexia a more helpful theoretical and therapeutic framework to understand and 
relieve their distress, as well as allowing counselling psychologists to practise in ways 
that compliment their values.
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THERAPEUTIC PRACTICE DOSSIER
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Introduction to the therapeutic practice dossier
The therapeutic practice dossier consists of an overview of my therapeutic practice 
over the three years of my training. Within this section, a description of all the 
placements that I have worked at during my training, the context, client populations 
and types of supervision are detailed. It was within these placements that my client 
studies, process reports and logbooks were written and submitted. However, the 
names of the actual locations, organisations and supervisors are not specified due to 
confidentiality reasons. The therapeutic practice dossier ends with my final clinical 
paper, which details my personal and professional journey to becoming a counselling 
psychologist.
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Description of Clinical Placements
First year placement 
A Community Mental Health Team (January 2009- September 2010).
The Community Mental Health Team (CMHT) was a secondary care service and 
employed a multi-disciplinary team comprising of clinical consultants, psychiatrists, 
psychologists, social workers, mental health nurses and occupational therapists to 
provide a range of support for clients using this service. The client population referred 
to this trust was variable in terms of age, gender, ethnicity, religion and socio­
economic status. In terms of presenting difficulties, the service offered interventions 
for those mainly living with eating disorders (particularly, anorexia nervosa and 
bulimia nervosa), anxiety related disorders (in particular, obsessive compulsive 
disorder), depression, post-traumatic stress disorder and borderline personality 
disorder. The service provided individual, couple or group therapy to clients and the 
number of sessions offered were flexible and depended on the client’s presentation 
and therapeutic approach. The main psychotherapeutic model employed by the 
psychology department was cognitive behaviour therapy (CBT), but other therapeutic 
modalities were used including narrative therapy and integrative psychotherapy.
Throughout my work at the community mental health service, I provided one to one 
therapy using an integrative approach comprising of person-centred, narrative and 
cognitive behavioural therapy. I also conducted psychological assessments with 
clients entering the service, carried out risk assessments, psychometric tests and made 
clinical decisions regarding their psychological and therapeutic support, in 
cooperation with my supervisor. In terms of my clinical work, I provided therapy to 
clients presenting with a variety of issues including depression, bulimia, borderline 
personality disorder, trauma, self-esteem issues, food phobias, obsessive-compulsive 
disorder and anorexia. I attended weekly one-to-one supervision with a counselling 
psychologist, who adopted an integrative approach, comprising person-centred, 
narrative and cognitive behaviour approaches but emphasised narrative therapy. I also 
attended group supervision weekly at the University.
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With regard to other placement activities, I attended three hourly meetings with a 
client and her social worker to discuss how we could best support the client. I also had 
the opportunity to observe four psychological assessments and three individual 
therapy sessions with a counselling psychologist. In addition, I completed 
psychological reports for each client at the end of therapy and made referrals to other 
services.
Second year placement
A children’s charity therapeutic service (September 2010 -  July 2011)
The children’s charity was part of the domestic violence intervention programme and 
provided psychological support for children and occasionally, adults, who had been 
involved in domestic violence. The service also provided supervised contact between 
biological parents and their children who were no longer in their care due to risk. In 
terms of psychology, the service offered individual play therapy to children and 
adolescents aged between three and seventeen years old, that had witnessed and or 
experienced domestic violence. Typically, children and adolescents were referred to 
the charity by social services or their primary care giver and they were only allocated 
to receive psychological support if they were no longer living with domestic violence. 
The duration of therapy was typically 6 months, but the service was flexible and 
offered the opportunity to extend therapy to up to a year.
At the children’s charity, I practised one to one individual play therapy and my 
therapeutic approach was informed by child centred principles within a 
psychodynamic framework. The age of the clients I worked with ranged from four to 
seventeen years, but they had all experienced and/or witnessed either one, or a 
combination of the following: physical abuse, sexual abuse, emotional abuse and/or 
neglect. Importantly, many of the clients had lived with at least one parent presenting 
with mental health difficulties and some of the clients resided in foster care during the 
time that I saw them. The children that I worked with at this service presented with a 
variety of issues including anger problems, attachment and relationship issues, 
developmental delays, self-esteem issues, flashbacks and behavioural issues. I
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attended one to one weekly supervision with a counselling psychologist and 
participated in sixteen hours of peer supervision with two other counselling 
psychology trainees who also worked at the service. In addition, I attended weekly 
group supervision at the University.
During the time that I worked at the charity, I had to opportunity to attend a two-day 
training course on domestic violence and working therapeutically with children and 
adolescents in this context. I also had the opportunity to observe and note take for one 
psychological assessment. After I had ended with clients, I was required to write an 
in-depth psychological report detailing the work that we had done together, ongoing 
concerns and suggestions for further intervention. At the end of the placement, I gave 
a case presentation to new trainees and other professionals.
Third year placement
Primary care lAPT service (October 2011 -  August 2012)
The lAPT service was part of a primary care trust and provided a range of cognitive 
behavioural interventions to adults. The types of therapeutic interventions offered by 
the service depended on the clients presenting issues and included short and time 
limited protocol based telephone conversations, psycho-educational groups and 
individual face-to-face therapy. Referrals to the service were typically from the 
client’s general practitioner but clients were also able to refer themselves. In terms of 
individual therapy, due to the context and therapeutic approach, the service usually 
offered short-term cognitive behavioural therapy lasting six to twelve sessions, but 
with complex clients, therapy could be extended in accordance to the client’s needs.
At the lAPT service, I practiced individual face-to-face cognitive behavioural therapy 
(CBT). My clinical work was informed by both second and third wave CBT and 
incorporated more contemporary ideas about the relational principles in cognitive 
therapy. Throughout my time working at this service, I saw a number of clients 
presenting with a variety of issues including depression, generalised anxiety disorder, 
health anxiety, phobias, panic, self-esteem issues, bi-polar, post-traumatic stress 
disorder and work related stress. At this service, I also co-facilitated a stress control
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group for six weeks. The group provided psycho-education and a range of coping 
strategies to help people learn how to manage stress and stress related issues. The 
group was held on a weekly basis, lasting around two hours and up to sixty people 
attended each session. For my clinical work, I received joint supervision with another 
trainee-counselling psychologist from a senior CBT therapist. I also attended weekly 
group supervision at the University.
In terms of other placement activities, before I started working at the service I was 
afforded the opportunity to observe five individual therapy sessions with a high- 
intensity CBT therapist. I was also given the opportunity to observe a psychological 
well-being practitioner carry out two twenty minute protocol based telephone 
conversations. Throughout my time at the service, I liaised with other professionals 
with regard to referring my clients to different services. Finally, I spent two days with 
the duty officer learning about their role, daily tasks and listening to triage 
assessments.
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Final Clinical Paper
On becoming a counselling psychologist: My journey towards personal and
professional integration
When thinking about what to include in this final clinical paper, I decided that 
because I have made considerable personal reflections on each research 
project, I would not focus on the research aspect of my journey here.
Finding counselling psychology: The beginnings of integrating personal and 
professional
As I sit and think about how to begin writing this paper, I am transported back to my 
childhood and my mind fills with memories of my first encounters with others’ 
distress. I must have been about three-years-old when I went to nursery and saw 
another child cry. I remember feeling touched by their tears in a way that I could not 
understand and I too began to cry.
As a young child, my family and in particular, my mum, was my entire world. I was 
five when she changed for a while, changes, which I now understand as low-mood and 
panic. One night she began to cry uncontrollably. I remember the confusion I felt by 
her distress and my desperate need to make her feel better, and so, in the only way I 
knew how, I climbed onto her knee and cuddled her with all my strength until her 
tears stopped. This was my earliest memory of many throughout my life where I have 
experienced an intense pull to care for another and to ease their distress.
My sensitivity to other’s emotions and desire to relieve their pain contributed to my 
overall interest with people, relationships and the social world. As I grew older, I 
began to realise that I was both a part of and separate from this social world, sharing 
similarities with, but also differences, to those around me. I was about eight, when I 
became aware that my curiosity with people including myself, relationships and my
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sensitivity to emotions was such that it set me apart from the rest of my family and 
what felt like, the rest of my world.
As my social world expanded, my fascination with people and relationships deepened 
and through negotiating the many experiences and changes from childhood through 
adolescence to adulthood, I learnt that the easiest way to survive was to try to bury my 
strong emotions. My fears about my emotional sensitivity and ever-growing interest 
with people and our unique ways of being made me feel so different from close others 
that I chose to study Geography instead of Psychology at undergrad level.
Despite always knowing that I had a very natural way of being with others and was 
certain that I wanted to work closely with people, I was not sure about the context 
until after I graduated and started working in an office. My experience of office work, 
where my ultimate purpose was to make money for others and myself filled me with 
such a profound sense of pointlessness and meaninglessness that I sank into what I can 
only describe as a black hole. I knew that my only way out of this dark, lonely place 
was to leave my job and begin searching for meaning and purpose in my life. I 
searched for what came naturally and what I loved. Being intimate with people and 
easing their distress. I found counselling psychology. I found not only a career that 
would enable me to help relieve others pain but also, a place that accepted and 
encouraged my emotional sensitivity and desire to look inwards.
And so, as I worked towards getting a place on a counselling psychology course, I 
immersed myself into the world of psychology, eating disorders, counselling skills 
and personal therapy. My experiences throughout these three years were intense, 
profoundly rewarding and incredibly challenging and they all played a role in making 
me the highly extroverted, compassionate but highly self-critical person I was when I 
joined the course not quite three years ago. Yet, not even my developmental journey 
through 25 years of life could have prepared me for my journey ahead, a journey that 
has guided me towards personal and professional integration.
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The first year: Discovering a new direction and developing emotional integration
My experiences during the first few months were positive and I enjoyed the courses 
emphasis on the subjectivity of experience, reflective practice and the pluralistic 
psychotherapeutic approach to human distress. I welcomed the optimistic principles 
that underpinned the person-centred approach and fully accepted the importance of the 
therapeutic relationship as a vehicle to bring about psychological growth (Rogers, 
1959). My previous work in an adolescent eating disorders unit had given me the 
invaluable experience of making ‘psychological contact’ (Rogers, 1957) with one of 
the most notoriously difficult client groups, and I soon realised that my natural way 
relating with another in distress was synonymous with Rogers (1957) core conditions 
of empathy, unconditional positive regard and congruence. Before I started seeing 
clients, I had not only experienced the healing power of conveying these conditions to 
another, but I had also experienced how therapeutic it felt having another relate to me 
through these qualities in my own personal therapy.
My first year placement was in a secondary care National Health Service (NHS) 
Community Mental Health Team (CMHT). I remember the mixture of anxiety and 
excitement I felt when meeting my first ever client. Prina was a fifty one-year-old 
Sikh Asian/British divorced mother of three who presented with low mood, 
binge/purging behaviours and a long history of physical, emotional and sexual abuse. 
During our initial sessions, I was able to contain my anxiety by holding onto what felt 
natural to me, relating to Prina with empathy, acceptance and genuineness. At first I 
was comfortable ‘just being’ and staying with her moment-to-moment emotional 
experiences (Tolan, 2003), but as the sessions progressed and she continued to bring 
stories saturated with hopelessness, emptiness and despair, I felt increasingly 
unskilled, lost and despondent. Although intellectually, I acknowledged that my 
feelings were in response to the many and complex aspects that make up the 
therapeutic process, I had not fully digested and integrated these principles into my 
therapeutic stance. Consequently, I took full responsibility for what I thought of as her 
lack of ‘psychological growth’ and began to doubt my abilities as a therapist and the 
healing power of the person-centred approach.
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My uncertainty about ‘just being with’ (Meams, 1997) intensified when 1 started 
seeing my second client. Due to the context, my supervisor’s therapeutic approach of 
integrating person-centred, narrative and cognitive behaviour therapy (CBT), and my 
clients presenting difficulty of a food phobia, 1 was encouraged to adopt an approach 
that integrated all three models, but emphasised CBT. Not only was 1 struggling with 
digesting all the theory from these different approaches, but 1 was also battling with 
my therapeutic stance of ‘being with’ and allowing the client to lead the session, or 
‘doing to’ and directing the client to follow a set agenda (Tolan, 2003). My high 
expectations but subsequent difficulties with integrating different therapeutic 
approaches at this early stage in my training left me feeling overwhelmed, confused 
and inadequate.
My difficulties with professional integration reflected a parallel process in my 
personal development as I struggled to integrate ‘negative’ emotions and in particular, 
anger and jealousy into my being. I strongly believed that by allowing what I 
perceived as ‘bad’ feelings into my emotional experience, they would threaten my 
ability to reach self-actualisation, or what I naively thought of as perfectionism, and I 
began to struggle with my personal identity. I felt I no longer knew who I was or what 
I wanted to be. As I spoke about my confusion with my identity, my fears and 
embarrassment of embodying such ‘negative’ feelings and my unspoken desire for 
perfectionism, the experience of my therapist staying with me with complete 
acceptance, genuineness and empathy allowed me to discover who I was again with a 
newfound integration of my previously ‘forbidden’ emotions. By experiencing such 
safety through genuine humanness in our relationship, I learnt that I had the capacity 
to stay with my ‘bad’ emotions without feeling ever more critical of myself. Further, 
through my therapist’s gentle but direct questioning, I began to recognise that my 
personal goals of reaching perfectionism were unobtainable and not synonymous with 
Rogers (1957) ideas of self-actualisation. Thus, with these experiential realisations, 
my confusion about my personal identity and therapeutic stance became clearer and 
my beliefs in the basic principles underlying the person-centred approach were 
reaffirmed and formed the foundations of my therapeutic stance.
As I began to develop personally and integrate my ‘negative’ emotions, my clinical 
work followed a similar pattern and I became able to stay with Prina’s distressing
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emotions and problem-saturated stories. By the end of our work together, Prina had 
managed to progress from not wanting to spend any time with others and being unable 
to get out of bed, to holding down a part-time job and spending time with the 
‘positive’ people in her life. Further, as she became more understanding of her 
unbearable emotions that underpinned her impulses to binge and purge, these 
behaviours became less frequent. I understand that by being able to stay with Prina’s 
difficult emotional experiences through learning how to stay with my own difficult 
emotions and consistently relating to her with empathy, acceptance and congruence, 
she became better able to understand and manage her feelings of emptiness, 
hopelessness and despair. I believe that throughout the course of therapy, she 
experienced a reparative relationship that not only enabled her to feel safe enough to 
share her past traumas but also, provided her with comfort from her harsh internal 
critic and the hostility of those around her.
The following dialogue is from our last session together:
Katherine: so as we are just about to end, is there anything else that you
would like to say?
Prina: um (pause), even though you are young, um... you have
handled me very well.
Katherine: handled you well?
Prina:
Katherine:
Prina:
yeah...I have always had difficulties with people and them 
turning against me, blaming me, criticising me, using me, but 
you haven Y done that... you handled me well (eyes fill with 
tears).
so in a way, this, um (pause), it has given you a different 
experience o f how a relationship with someone else can be and 
how it can affect the way you feel about yourself and other 
people.
(Nods, wiping her tears away)
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The second year: Losing my way and negotiating the struggles of personal and 
professional disintegration
While the end of my first year marked the beginning of me embodying a more 
integrated emotional range and provided me with a newfound direction towards 
personal and professional growth; the start of my second year separated me from the 
safety of Roger’s (1957) optimistic ideas about humanity and abandoned me into the 
unknown and the psychodynamic model. Despite my fears with the idea that 
everyone, including myself, has a ‘dark side’ with unconscious destructive impulses, I 
was excited to learn more about the role of early life experiences in the development 
of the self and the relational principles underlying psychodynamic practice.
With my interest in early life experiences, my second year placement was a charity- 
based therapeutic service for children who have witnessed and/or experienced 
domestic violence. I was immediately attracted to this service because of my desire to 
work therapeutically with children and because I felt so passionate about helping 
those, who in their short lives, had encountered such unspeakable traumas from the 
people that were supposed to protect them. Thus, I threw myself whole-heartedly into 
the placement and spent a lot of time learning about play therapy (West, 1992; Axline 
1969) and reading about working therapeutically with children (Axline, 1964). By 
being in touch with my playful inner child, 1 fully embraced the changes from 
engaging with clients through verbal conversations to communicating through books, 
cars, puppets, paints, dolls and the medium of play. Building upon my therapeutic 
stance from last year, I adopted a mixture of Axline’s child-centred principles and 
Bowlby’s idea of a ‘secure base’ to guide my way of being during sessions, but my 
theoretical orientation relied on psychodynamic theory and was informed by 
Winnicott’s true-self, Bowlby’s theory of attachment, Freud’s psychological defences 
and Klein’s object-relations.
In many ways, my supervision sessions modelled Winnicott’s (1960) ‘facilitating 
environment’ and my supervisor was able to ‘hold’ my anxieties with regard to my 
abilities to think and work in such profoundly different ways from the first year. 
During the first few months, my supervisor facilitated a better awareness of the 
therapeutic process and guided me towards understanding the relational dynamics that
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were occurring between myself and my clients through exploring my feelings and the 
use of psychodynamic theory. Within sessions, my supervisor acted as a ‘mirror’ 
(Winnicott, 1967), which facilitated not only a greater awareness of my natural warm 
and empathie ways of being with another but also, opened my eyes to my 
‘pathologies’ and unconscious defences, which interestingly were similar to my client 
named Roxy.
Roxy was a five-year-old Caucasian girl who had encountered neglect, physical and 
emotional abuse from her depressed, alcohol and drug-dependent mother. During our 
sessions, Roxy presented as a mature, capable and resilient child who was incredibly 
and almost transpersonally, attuned to my emotional experiences. Roxy filled her 
sessions with creating characters that were symbolic o f  her traumatic past and 
through her creations, I  was able to bring her unconscious defences into 
consciousness.
Roxy:
Roxy:
Roxy:
Katherine:
Roxy:
We can draw Scooby doo this week... I  will get the paper for  
us to draw on
(Roxy collects two pieces o f  paper and sits down at the table 
next to me).
We will use these pens too.
Katherine: So we will both draw Scooby doo and use pens to draw him.
Roxy: Yes and you copy me so you know what to draw.
(Ipick up a purple pen).
No, you have to get a brown pen like mine. It would not work 
with a different colour, Scooby doo is brown and black. . .  First, 
draw an ear and a bit o f  his head.
I  must use a brown pen, the same colour as yours, and it seems 
very important to you that I  copy you exactly.
Now draw the other ear... the face... the body... the tail... its 
eyes and a scared mouth.
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Katherine: A scared mouth... I  wonder why Scooby is scared?
Roxy: No a smiley mouth with his tongue out, so he has a funny face
(giggles).
Katherine: His scaredface has suddenly changed to a smiley/funny fa c e ..
. and I  wonder i f  that is what you do when you are scared, you 
pull a funny face to hide it.
It was not long however, before my initial enthusiasm transformed into fear and 
sadness as I became progressively stripped of my psychological defences, exposed to 
more distressing case histories and with the development of the transference 
relationship. Being an emotionally sensitive person, the range and intensity of feelings 
that I began to experience inside the playroom became unbearable at times. I had only 
just learnt to integrate previously ‘forbidden’ emotions into my being and now I was 
confronted with the challenge of containing my own feelings, being available to my 
clients’ projected and unwanted feelings and trying to discriminate whether they were 
mine or theirs, conscious or unconscious. To add to my struggles, being in the 
therapeutic process with traumatised children often meant that I had to negotiate being 
in the role of the rescuer, the victim and worst of all, the abuser, and with the 
embodiment of these roles, many childhood memories were stirred up. However, 
because of my understanding that my countertransference was a powerful therapeutic 
tool, I began to feel that I had nowhere to hide from these feelings and at times, I 
became entangled in the countertransference and lost in the process. Following a 
similar pattern to the first year and with the help of supervision, I recognised that my 
own ‘pathologies’ were hampering my professional development and reflecting 
parallels with the psychodynamic model, my difficulties in the ‘here and now’ took 
me back to my childhood.
Finding my way: Reclaiming my inner child and guiding me towards personal 
and professional integration
Acting as a secure base, my therapist enabled me to feel safe enough to explore many 
‘forgotten’ childhood memories. Through reliving my childhood in the safety of my
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personal therapy room, I began to understand how my early life experiences with 
significant others have had such a powerful influence on not only my ‘here and now’ 
patterns of relating with others, but also, in the critical ways that I related to myself. 
With these understandings, my preoccupation with my ‘bad side’ and fears about my 
capacity to be aggressive or abusive towards another resolved and transformed into a 
deeper understanding of myself. Further, by experiencing my therapist relating to me 
as a child with empathy, genuineness and acceptance, I became able to search for, 
reclaim, and integrate all the parts of my inner child that I had learnt to disown whilst 
growing up and defend against from being uncovered. I believe that this ‘corrective 
emotional experience’ (Alexander & French, 1946), enabled me to access my true-self 
and obtain a sense psychological integration, which felt both frightening but 
profoundly liberating. Through experiencing my therapist’s ability to ‘hold’ all the 
different parts of me, I discovered that I too, could hold myself together in a more 
coherent and integrated way.
My experiential journey o f ‘disintegration before integration’ (Winnicott, 1971) in my 
personal development facilitated a similar process in my professional development. 
Through resolving my internal conflicts and gaining a deeper understanding into my 
patterns of relating, I became able to disentangle from my countertransference in­
session, which enabled me to move in and out of the therapeutic process and 
transference relationship with newfound clarity. With these understandings, I also 
began to recognise that I needed to create personal boundaries. Drawing on 
Winnicott’s (1953) notion of the ‘good enough mother’, I integrated personal strength 
into my already warm therapeutic stance. I believe that through embodying warmth 
and firmness together, 1 not only enabled my clients to feel safer in the room with me 
but also, modelled to them a ‘healthy’ relationship, where neither person had to be the 
victim or the abuser. Taking the theme of integration further, by combining 
Winnicott’s (1971) ideas about ‘play’ with the person-centred principle of ‘just being’, 
1 discovered that by being playfully present with my clients and providing them with 
the safety and freedom to ‘just play’ without the interruption of theoretical-based 
interpretations they were, like me, able to re-discover their true-self.
Alex was a nine-year old Portuguese/British boy who had endured emotional, physical 
and suspected sexual abuse from his father until the age o f seven. A lex’s mother had a
59
long-term history o f  depression and because o f  the severity o f  her difficulties, Alex 
and his two siblings had resided in foster-care for a year before their referral to the 
service. Initially, Alex did not engage with me and he filled his sessions with boundary 
pushing and risk taking behaviours. After weeks o f  containing my anxieties and 
providing him with a 'secure base ’, he began to engage with me but with the absence 
o f creativity and play. As the weeks progressed, the relational dynamics between us 
often reflected those o f  an abusive triad and because o f  my fears with being abusive, I  
frequently responded as the ‘vulnerable mother’. However, as I  worked through my 
difficulties, I  became more aware o f  the complex relational dynamics that were 
occurring between us and with these understandings; I  responded less from my 
countertransference. I  believe that because o f this, in conjunction with embodying a 
warm, firm and playful way o f being during our sessions, Alex began to feel safe 
enough to play and through allowing him the space to ‘just play ’, he discovered, i f  
only for snippets o f  time, his true-self. Poignantly, during our final session together, 
Alex expressed that he ‘did not want therapy to end because he needed help ’, and 
after sharing half o f  his paintings with me and making a replica o f the bracelet that I  
frequently wore, he sat next to me and asked me to read him a story before cuddling 
and thanking me.
It was through working with children like Alex, in this context, that comprised the 
most challenging but rewarding experienees in my journey to becoming a counselling 
psychologist to date. By encountering difficulties in my clinical work and recognising 
how closely entwined they were with my personal issues, I full-heartedly 
acknowledged the importance of being a reflective practitioner and the value of 
understanding the relational principles underpinning the therapeutic process and 
multi-faceted nature of the therapeutic relationship (Clarkson, 2003). I believe that in 
gaining these insights and skills through my therapeutic work with children, they have 
proved crucial to my therapeutic stance and identity as a counselling psychologist. 
Amongst the many diverse encounters that I negotiated during this year, the most 
poignant personal and professional learning experience was that, through attending to 
the child that exists in all of us and allowing it to ‘just be’ in the warm, strong and 
accepting presence of another, this, can be the most profoundly therapeutic experience 
for child and adult alike.
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The third year: Maintaining direction, assimilating new skills and developing 
personal and professional integration
Having negotiated the many salient experiences throughout my first and second years, 
I entered my final year feeling more integrated personally and confident with my 
therapeutic stance. Although I was relieved to leave the world of childhood trauma 
behind, I felt a mixture of nervous anticipation and excitement about integrating my 
newly learnt skills into therapeutic work with adults, and re-engaging through verbal 
conversations. Despite encountering difficulties with CBT in my first year, my 
growing desire for clinical flexibility and integration, combined with the convincing 
empirical support of the model (NICE, 2012), I entered our theoretical models of 
therapy lectures and lAPT placement with an open and enthusiastic mind.
Although I was conscious that working in lAPT might create tensions with regard to 
my identity as a counselling psychologist, I was eager to work in this context because 
I wanted to learn how to practice CBT and to broaden my clinical experience by 
working in a primary care setting. Due to my awareness of the importance of context 
in my clinical work and the compromises that I may encounter, I dedicated time to 
read Safran and Segal’s (1990) ideas about interpersonal processes in cognitive 
therapy. In line with my developing integrated and relational therapeutic stance, I 
discovered that I could incorporate psychodynamic orientated principles such as, 
conceptualising the therapeutic relationship as an ongoing negotiation between client 
and therapist and transference/countertransference issues into my CBT practice. Not 
only did I welcome the more contemporary cognitive theories but I also, 
acknowledged the benefit of integrating traditional CBT based interventions and 
principles into my clinical work. Specifically, I fully adhered to emphasising 
collaboration and transparency in the therapeutic relationship and due to the similarity 
of the Socratic stance with a phenomenological epistemology and its emphasis on 
eliciting the clients’ idiosyncratic meanings of their experiences; I adopted these 
principles into my therapeutic stance. Further, because many of my initial clients 
responded positively to the use of second-wave CBT interventions such as, thought 
records and activity diaries, I also assimilated these into my practice.
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Mick was a 47-year-old Caucasian male who was referred to lAPT with ‘recurrent 
and resistant depression \ In line with Beck (1967), I  discovered that Mick held 
critical and untrustworthy beliefs about himself, others and the world and based on 
our formulation, we understood these beliefs as leading to the formation and 
maintenance o f his ‘black cloud’. By adopting a collaborative, transparent stance and 
integrating the use o f  thought records with in-vivo explorations o f  our interpersonal 
processes, Mick learnt to find  alternatives to his negative thoughts:
(In this session, Mick perceived that he made an ‘error ’ in his 
homework, which elicitedNATs and resulted in his black cloud 
overwhelming him).
Mick: The black cloud likes it, I  feel stupid, you are very lucky that 
you are actually seeing it in process right now
Katherine: But it is hardfor you to feel and to be in here, and to stay with
that feeling with me and to let someone else see it as well.
Mick: Yeah
Katherine: Especially with your view about other people, you know, about
trust.
Mick: Yeah, lam  insulting me at the moment and really giving myself 
a hard time and I  am also giving you a hard time.
Katherine: Ok, what are you saying about me?
Mick: Ijust wish that you hadn ’t brought it up... I  think because we
are doing this together as you have said, la m  sharing the 
blame with you as well
Katherine: So there is self-critical thoughts about yourself and me...
Mick: I  am trying to think o f  the positive side... so maybe I  was right
to do it because actually sitting here seeing it happen to me 
now.
Katherine: Yeah, that is an alternative isn’t it?
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Mick: See, I  am learning.
As the weeks progressed and my caseload expanded however, I discovered that the 
combination of relational principles with second-wave CBT interventions only went 
so far in helping clients like Mick, who have struggled with mental health difficulties 
for most of their lives, and seemed inappropriate and even detrimental, with other 
clients who were in the midst of their distress. The key CBT principle of locating the 
‘cause’ of an individual’s difficulties within the self as an ‘error’ in thinking or 
cognitive interpretation created a tension in me personally and professionally. Taking 
this difficulty to supervision and reflecting on my personal therapy, I looked towards 
third-wave CBT for solutions. In line with my developing therapeutic stance, belief in 
the healing power of attending to an individual with compassion and through 
experiencing the benefits of being more accepting towards myself, I was inspired by 
mindfulness (Kabat-Zinn, 1994) and Gilbert’s (2009) work on the compassionate 
mind.
As the underlying principles of mindfulness and compassion-focused therapy 
resonated with me on a personal and professional level, I was able to integrate these 
insights and skills into my clinical work. Through assimilating third-wave CBT into 
my practice, I discovered that by encouraging clients to become more aware and 
accepting of themselves; their thoughts, feelings and bodies, and through teaching 
them mindfulness-based skills, many were better able to cope with their difficulties 
regardless of their presentation. Saliently, by adopting a compassionate stance with 
clients and in particular, Mick, I modelled to him an alternative way of viewing 
himself and others, which encouraged increased flexibility and a shift in his rigid 
beliefs about the self and others towards compassion, thus, reducing his critical 
thoughts and improving his mood. From negotiating the many personal and clinical 
experiences, I have come to understand therapy to be about helping client’s to gain a 
deeper understanding of themselves, and through relating to their idiosyncrasies with 
genuine compassion and acceptance, many become more accepting of who they are 
and with this, they are able to see more clearly who they want to be.
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Drawing parallels with my professional development, I believe that by negotiating the 
many struggles and insights within personal therapy and clinical practice, I have 
moved from a position of relating to myself with harsh criticism to feeling more 
accepting of who I am. From taking the steps towards self-understanding and then 
self-acceptance, I was able to envisage who I was and through losing and then finding 
my way, I was guided in the direction of continuing to compassionately find out who I 
am. By reflecting on my personal and professional journeys in synchrony, I notice 
how interlinked they are and as I approach the transition from trainee to counselling 
psychologist, I believe that my personal and professional development have become 
integrated.
Becoming a counselling psychologist: Looking forward and holding onto what I 
know
With the end of my training in sight and through re-living my experiences of three 
very different placements by writing this paper, I am reminded of the importance of 
context and the enormous impact that it has on the client, therapist and the process of 
therapy. From reflecting on my journey to becoming a counselling psychologist and 
having negotiated three seemingly different therapeutic models, I notice I follow a 
pattern whereby, I excitedly approach a model with an open mind, but anxiously hold 
on to what I know and believe to be helpful. I then translate these insights and skills 
into the language and concepts of the new model. After encountering difficulties with 
the approach, I expand my mind to search the model for new skills and insights, which 
resonate with me on a personal and professional level and integrate these insights into 
my therapeutic stance.
Relating this pattern to my future and as I approach the end of my journey as a 
trainee-counselling psychologist, I will hold on tightly to the principles that I believe 
in and that I know will stay with me regardless of client group or context. Such 
principles that I have come to regard as essential to my therapeutic stance and identity 
as a counselling psychologist moving forward is the fundamental importance of self­
reflection, attending to the relational dynamics in the therapy room and gaining a 
holistic understanding of the client, their context and their subjective experiences.
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However, at the very heart of what I hold onto is the understanding that the 
therapeutic relationship is the most powerful vehicle for facilitating psychological 
well-being and change. Through reflecting on the healing power of the therapeutic 
relationship, I am reminded of my first experience of easing another’s distress and I 
notice that my insights of the therapeutic value of ‘just being’ with another and their 
distress with genuine humanness translate to my instinctive responses as a five-year- 
old girl.
As I write the last paragraph of this clinical paper and look forward to becoming a 
counselling psychologist, I feel overwhelmed with emotion. Following my usual 
pattern, I feel anxious because I am leaving the safety of the course and the many 
personal and professional relationships behind, but I also feel excited as I prepare to 
embark on what I hope to be a life-long career of doing what comes naturally and 
what I love. Being intimate with people and easing their distress. I see my 
development as a person and as a counselling psychologist as a never ending journey 
and I hope that I will continue in the direction that the last three years has shown and 
guided me towards, to a place of personal and professional integration.
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RESEARCH DOSSIER
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Introduction to the research dossier
The research dossier consists of three research projects, which were undertook during 
each year of my training. The first piece of research in the form of a literature review 
adopted a critical stance against the medical model to review existing literature on 
anorexia nervosa. The second piece of research entitled ‘Understanding women’s 
experiences of choosing recovery from anorexia nervosa’ is a qualitative exploration 
of women’s experiences of choosing recovery from anorexia. The third research 
project is entitled ‘Successful recovery: Characterising and evaluating the role of life 
events in maintained recovery from eating disorders’, and focuses on identifying, 
characterising and evaluating life events in terms of the nature of event and 
maintaining factors in long-term recovery from eating disorders. At the end of each 
research paper is an appendix section consisting of my personal reflections, details of 
the intended journals to which I would submit the papers and copies of the searches, 
an interview transcript and blank questionnaire that I used in each respective paper.
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Year 1: Literature Review
A critical review of the literature on anorexia nervosa
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Abstract
The present literature review adopts a critical stance towards the medical model to 
consider the existing literature on anorexia nervosa. The review begins with an 
introduction to anorexia nervosa including its diagnostic definition, prevalence and 
co-morbidity. A discussion of the aetiology of anorexia follows and is presented under 
four main headings: socio-cultural perspectives, family perspectives, individual 
perspectives and qualitative research. An overview of the different psychological 
models of anorexia including psychodynamic, cognitive-behavioural and existential 
models is provided, followed by a brief overview and critique of the current 
medicalised treatment of anorexia. A critical discussion of the quantitative research 
considering recovery is used to reflect the limitations of this approach and the relative 
neglect, but rewards of, implementing a qualitative phenomenological methodology to 
explore recovery from anorexia. To end, the notion of individual choice in the process 
of recovery from anorexia is discussed and suggested as an interesting and potentially 
rewarding focus for future research. Throughout the review, suggestions for 
therapeutic intervention, potential rewards of adopting a phenomenological 
perspective and links to counselling psychology are made.
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Introduction
Existing literature on anorexia nervosa is characterised by a variety of competing and 
sometimes conflicting perspectives. While some perspectives resonate closely with 
counselling psychology theory and values, others do not. Medical and diagnostic 
perspectives assume that anorexia is a self-contained, biologically caused illness, 
whereas phenomenological, psychodynamic and existential perspectives address the 
meanings that anorexia nervosa may have for the individual and therefore, resonate 
more closely with counselling psychology. Despite the variety of perspectives that 
exist, quantitative medical frameworks have dominated research on anorexia nervosa 
however; research incorporating other perspectives into their frameworks is 
burgeoning. It is important to note that although different perspectives can sometimes 
be conflicting it does not mean that they are incompatible and it is my belief that by 
considering anorexia nervosa from a perspective other than that of the medical model, 
our knowledge and understandings about anorexia nervosa can be extended in new, 
fresh and rewarding ways.
Introduction to anorexia nervosa
Anorexia nervosa has been described in the literature as the ‘visible eating disorder’ 
(Bulik et al, 2005, p.s2), which disproportionally affects Caucasian adolescent women 
with a skew towards middle-to-upper class backgrounds (Klein & Walsh, 2004). 
However, anorexia also occurs in pre-pubertal children, adult women (Gowers & 
Shore, 1991), in boys and men (Bryant-Waugh, 1994), in non-Western cultures and 
lower social-economic groups (Soh Touyz,& Surgenor, 2006), suggesting that 
anorexia cannot exclusively be defined to affect a specific demographic group. 
Anorexia nervosa is classified in the DSM-IV as a psychiatric disorder and by 
definition, is characterised by the following features: a refusal to maintain body 
weight at or above, minimal normal weight for age and height; an intense fear of 
gaining weight or becoming fat, even though underweight; disturbances in the ways in 
which, one’s body weight and shape are experienced, and often the absence of 
menstruation (American Psychiatric Association, 2004). However, the diagnostic
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classification of anorexia nervosa has received a lot of attention as to its limitations 
due to its constructed, inclusive and reductive nature.
The prevalence of anorexia nervosa has been estimated at 0.3% (Hoek, 2003), with 
approximately one third of that population experiencing anorexia for long and 
enduring periods. Lowe et al (2001) reports that as many as 16-20% die from 
complications associated with starvation and suicide, which comprises a mortality rate 
that is twelve times greater than the mortality rate from all other causes of death for 
women aged between 15 to 24 years (Sullivan, 1995). There is a consensus within 
existing literature that the number of those diagnosed with anorexia have increased in 
recent years, however there is less agreement concerning its rising incidence. Some 
epidemiological studies suggest an increase (Russell & Treasure 1989), while others 
conclude stable rates (Bulik et al, 2005). The comparison of prevalence figures for 
anorexia is complicated by the increase in awareness of this form of psychological 
distress, the variety of diagnostic criteria across cultures and by the changes in criteria 
over time. Yet, despite the conflicting research regarding its incidence, it appears that 
anorexia is not simply a modem phenomenon (Rusca, 2003). Spiritual writings 
relating to the association of self-starvation with female sanctity and holiness date 
back to the 14^*^  Century, where descriptions of Catherine of Siena’s eating behaviour 
remarkably resembles that of modem day anorexia (Rusca, 2003).
Morton, in 1694, was the first to document a clinical description of anorexia nervosa 
in which he made links between self-starvation and psychological features. During the 
1870s, Sir William Gull of England and Emest- Charles Lasegue of France 
documented the first descriptions of anorexia within medical literature. Their 
simultaneous descriptions featured: ‘severe weight loss; amenorrhea; psychological 
disturbances and increased activity,’ therefore, indicating small discrepancies between 
the current diagnostic criteria for anorexia nervosa as defined in DSM-IV (Klein & 
Walsh, 2004). Although I expect there may be similarities and differences between the 
experiences of self-starvation throughout the years, it is interesting to think about the 
possible meanings that self-starvation may have had, and how the body and (refusal 
of) food may have functioned as a powerful expression of language over the years.
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Present day anorexia is often associated with serious biological, psychological and 
social consequences for the individual. Studies by Kaplan (1990) and Fisher et al 
(1996) report that anorexia creates fluid, mineral and electrolyte imbalances that 
endanger cardiac, neurological, osteological, endocrinological, renal and 
integumentary health, as well as impairing psychosexual, social, academic and 
occupational functioning. It is my understanding that because dietary restriction often 
causes many and in some cases, serious physiological consequences for those who 
engage in these behaviours, medical approaches have dominated research and the 
treatment of anorexia nervosa over the years. However, impaired physiological 
functioning is only one aspect that the self-starvation impacts and therefore, by 
focussing solely on the biological consequences of anorexia, psychological and social 
consequences have been relatively neglected within the literature and by 
professionals. In line with counselling psychology and other similar perspectives, I 
argue that further research is required and interventions developed, which focus on the 
psychological, social and human factors relating to anorexia to enable a far richer and 
more holistic understanding of anorexia to evolve.
Saliently, psychopathology literature emphasises the frequent associations of anorexia 
nervosa with other psychiatric conditions. A study by Herzog et al (1993) reports co­
morbidity rates of up to 73% in patients with anorexia nervosa restrictive type and 
82% in patients with anorexia nervosa binge-purging type. Mood disorders such as 
depression are most commonly associated with anorexia nervosa however, it is 
unclear whether anorexia is the sole cause of depression or whether starvation related 
changes exacerbate a pre-existing disposition (Salbach-Andrae et al 2008). Anxiety 
disorders, in particular obsessive-compulsive disorder and substance misuse disorders 
are also commonly associated with anorexia nervosa (Iwasaki et al, 2000). Although 
the majority of co-morbidity studies identify that anorexia is most commonly 
associated with mood, anxiety and substance misuse disorders, causality between the 
associations remains unclear. Co-morbidity associations have typically been examined 
in adult clinical samples rather than adolescents, despite convincing evidence 
suggesting that anorexia most frequently emerges during adolescence (Salbach- 
Andrae et al, 2008). The limitations indicated by psychiatric literature surrounding 
the co-morbidity of anorexia nervosa hints at the potential downfalls of diagnostic
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classification. In line with counselling psychology discourse and a phenomenological 
epistemology, I understand that categorising individuals into specific groups and sub­
groups according to a set list of criteria is reductive and at risk of losing the individual 
and their unique, idiosyncratic experiences and perceptions. I argue that by taking 
seriously the voices of individuals and their experiences of the interrelated nature of 
their difficulties, within a specific context, at a specific time, may go some way to 
increase our understanding of the complexity of anorexia and recovery from it.
Aetiology of anorexia
Research concerning the aetiology of anorexia has grown considerably in recent years 
with the idea that if specific causes of the ‘disorder’ can be identified then, specific 
‘treatment -plans’ can be implemented to ‘solve’ the problem of recovery. Although in 
theory this appears to be a reasonable assumption to make, in practice it has proved 
largely ineffective because there have not been any considerable advancements in the 
development of successful ‘treatment regimes’ from the findings of these studies 
(Patching and Lawler, 2009). Although there is still no agreement amongst clinicians 
and researchers regarding the aetiology of anorexia nervosa, they do concur that 
aetiology is multidimensional. Over thirty risk factors including individual, 
psychological, familial and socio-cultural have been identified from quantitative 
studies with varying degrees of significance, depending on the types of studies and 
methodologies implemented (Nicholls, 2007). This vast number of risk factors 
suggests that each risk factor is neither necessary nor sufficient to account for 
anorexia on its own, thus, suggesting that it is likely that multiple factors together play 
a role in the development and maintenance of anorexia nervosa. In recent years, a 
burgeoning number of authors and clinicians have argued that by exploring the 
complex interplay between individual, familial, societal and cultural influences in the 
form of a narrative, may enable us to best formulate an individual’s difficult 
relationship with food rather than focussing on individual pathology (Patching and 
Lawler, 2009).
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Socio-Cultural Perspectives
The socio-cultural perspective is arguably the most well documented framework used 
to explain why eating disorders occur. They attribute the pressure to being thin as a 
major source of body image disturbance and eating disordered behaviour (Nicholls, 
2007). Literature in this domain argues that fashion, diet and toy industries expose 
women to idealised body images through a variety of mediums, which create 
preoccupation with physical attractiveness and result in women having a heightened 
awareness of their bodies (Nicholls, 2007). For many years, authors have argued that 
anorexia is a Western, culture-bound syndrome and suggest that individuals’ from 
non-Western societies have some form of immunity (Nasser, 1997; Tsai, 2000). 
However, recent research has indicated that eating disorders have been present in non- 
Westem cultures for centuries. In addition, only a small percentage of individuals 
living in Western cultures develop anorexia, suggesting that the role of society and 
culture is more complex (Soh, Touyz & Surgenor, 2006). Consequently, current 
studies regarding the socio-cultural factors relating to anorexia nervosa no longer 
focus on gender politics and Western cultures, but rather on worldwide cultural 
dynamics, ‘cultures in transition’ and ‘confused identities’ (Nasser & Katzman, 2003). 
For example, Katzman & Lee (1997) propose that eating disorders may be triggered 
by cultural problems arising from transition, dislocation and oppression that produce 
personal solutions in the manipulation of food, diet and weight.
Family Perspectives
Familial factors have frequently been implicated in the pathogenesis of anorexia 
nervosa (Bulik et al, 2006). Klein and Walsh (2004) suggest that there is good 
evidence to indicate that genetic factors play a role in rendering an individual 
vulnerable to anorexia. To date, the heritability of anorexia is estimated between 58% 
to 76% (Holland, Sicotte & Treasure, 1988; Klump, Kaye & Strober, 2001) however; 
these twin studies (Holland, Sicotte & Treasure, 1988; Klump, Kaye & Strober, 2001) 
have been criticised due to their small sample sizes and because they are based on the 
assumption that monozygotic twins share the same environmental risk factors. In 
addition to heritability for full anorexia disorders, Steiger et al, (1996) reported that 
families with a history of other weight symptoms, behaviours and attitudes have a
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genetic contribution. Interestingly, Lilienfield et al (1998) found that other psychiatric 
disorders and in particular, depression and anxiety disorders are more common in 
family members of women with anorexia than in family members of controls (Tozzi et 
al, 2003). With recent technological advances, the identification of specific genes 
involved in anorexia has been explored in order to establish a genetic cause. Although 
several studies have found significant associations between anorexia nervosa and the 
1438/A allele and AA genotype (Gorwood, Kipman and Foulon, 2003), other studies 
have found no associations therefore, suggesting that genetic studies should be treated 
with caution until a specific gene has been isolated and consistently demonstrated to 
be found in individuals with anorexia nervosa.
At present, there has been no evidence for a ‘typical anorexic family’ (Tozzi et al,
2003) however, the literature concurs that there are specific patterns of family (dys) 
functions that are associated with the development and maintenance of anorexia. 
Rigidity, over-protectiveness, excessive control, marital discord, enmeshment, conflict 
avoidance, poor conflict resolution and a lack of empathy and affect (Minuchin, 
Rosman & Baker, 1978; Strober & Humphrey, 1987; and Tozzi et al, 2003), are the 
most frequently identified characteristics associated with ‘anorexic families’.
However, research in this field remains divided and inconclusive with regard to 
specific patterns and functions that a family ‘needs’ for an individual to develop 
anorexia. Rather, Elliott (2010) suggests that it is more helpful to consider specific 
family patterns that hinder an individual’s perceived sense of autonomy, individuation 
and separation as an aetiological risk factor for anorexia. Furthermore, Soh, Touyz & 
Surgenor (2006) suggest that future research should focus on the level of satisfaction 
with perceived family environment and patterns preferred by different members of the 
family, rather than attempting to identify a single type of family structure.
Another aetiological factor that falls within the domain of familial factors is that of 
perceived attachment style. Recent research, has suggested that anxious and insecure 
attachment types are more common amongst individuals with anorexia (Latzer et al, 
2002) and this finding has been consistent within the literature despite using different 
methodologies. Furthermore, research considering attachment style and family 
functioning as discriminating factors in eating disorders has concluded that when
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problems of attachment combine with other aspects of dysfunctional familial 
interactions, the risk of developing anorexia increases (Latzer et al, 2002). This 
finding appears to resonate with counselling psychology values in the sense that it 
suggests the importance of understanding the intimate context in which, the individual 
living with anorexia is in, while hinting that it is likely to be through a complex 
interaction of genetic, perceived family function and attachment style that leave 
individuals’ vulnerable to develop anorexia. This finding can also have some 
relevance to practice because it suggests that family dynamics have a role to play in 
the development and maintenance of anorexia. In opposition to traditional medicalised 
views, these findings suggest that it is not the individual living with anorexia that has 
the ‘problem’, but more likely to be influenced by a combination of dysfunctional 
family patterns of attachment and ways of relating. Thus, families and individuals 
living with anorexia may benefit from family or systemic therapy, which focuses on 
the perceptions of individual family members and their own views about the specific 
nature of the difficulties within the family as a whole rather than a focus on individual 
pathology within a family.
Individual Perspectives
At an individual level, personality traits have been documented within the literature as 
contributing to the onset and maintenance of anorexia. While it is unlikely that 
specific personality traits lead to anorexia, it has been argued that in combination with 
other social and familial factors, specific personality traits may increase vulnerability 
(Tozzi et al, 2003; Nicholls, 2007). Personality traits, which have consistently been 
associated with anorexia, include perfectionism, low-self esteem, harm avoidance and 
obsessionality (Klump et al, 2000; Nicholls, 2007; Tozzi et al, 2003). Perfectionism 
and low self-esteem have received the most empirical attention from clinicians and 
researchers. Slade (1982) describes perfectionism as a necessary condition for the 
development and maintenance of anorexia. Similarly, Halmi et al (2000) conclude that 
higher levels of perfectionism are associated with a greater severity of anorexic 
symptoms. However, other authors suggest that perfectionism is a multi-dimensional 
construct and research remains divided regarding which aspects of perfectionism are 
associated with anorexia (Bastiani et al, 1994). Furthermore, research suggests that
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perfectionism may be mediated by low self-esteem therefore, highlighting a complex 
interaction between predisposing personality traits and anorexia (Halmi et al, 2002)..
The aetiological links relating to low self-esteem include the central notion that people 
living with anorexia struggle with gaining a sense of competence and personal value. 
Slade (1982) argues that through achieving weight loss and restrictive dietary control, 
women develop a sense of achievement, feelings of self-worth and personal value, 
which results in continued restriction. However, low self-esteem has been found to 
have a greater association with bulimia nervosa rather than anorexia (Jacobi et al, 
2004) and further, Shafran and Mansell (2001) infer that the association between low 
self-esteem and anorexia is highly complex and influenced by other personality traits.
Medical frameworks and quantitative methodologies have dominated research 
considering the role of individual personality traits in ‘causing’ anorexia. Specifically, 
these studies have attempted to isolate individual personality traits and investigated 
their relationship with anorexia. The results from these studies however, suggest that 
the relationship between personality traits and anorexia is complex and involves 
multiple interactions between numerous personality traits and other risk factors. 
Therefore, I argue that research implementing a qualitative phenomenological 
methodology may be a more appropriate framework to extend our current 
understandings of anorexia because data elicited from such studies affords the 
opportunity to seek out the inter-relationships and complexities that quantitative 
methods are less able to achieve.
Qualitative research
Although quantitative research has dominated literature focusing on the aetiology of 
anorexia, some qualitative research does exist. Patching & Lawler’s (2009) life history 
approach reported that the participants’ in their study experienced a sense of lack of 
control and connectedness during childhood and adolescence, and this feeling, 
coupled with excessive conflict between close family members and friends, hindered 
their ability to develop a strong sense of self. All the participants’ reported that they 
believed by engaging in eating disordered behaviours, they would gain a sense of 
connectedness to themselves and others, thus, allowing them to develop a strong sense 
of self. From exploring the women’s phenomenological experiences of developing
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anorexia in qualitative form, the authors highlighted a number of complex and inter­
related contributing mechanisms involved in the development of anorexia and 
therefore, provided researchers and clinicians with new and insightful ways to 
understand how anorexia is experienced.
Another study adopting a phenomenological approach to understand how anorexia is 
experienced was conducted by Nordbo et al’s (2006). The focus of Nordbo et al’s 
(2006) research centred on the subjective meanings that self-starvation has for those 
who have lived with and/or continue to live with anorexia. The researchers discovered 
that individuals with anorexia do not just perceive the ‘disorder’ as a ‘medical 
disease’, but also attribute subjective meanings to their anorectic behaviours. These 
subjective meanings include security, feelings of stability; avoidance, avoiding 
negative emotions; mental strength, inner-sense of mastery; self-confidence, feeling 
acknowledged; identity, achieving a new identity; care, eliciting care from others; 
communication, communicating difficulties through the body; and death, wishing to 
starve oneself to death. Although the authors acknowledge that there may be other 
meanings attached to the symptoms of anorexia, these refreshing insights facilitate a 
more in-depth understanding of the roles that anorexia plays and the potential needs 
that engaging in eating disordered behaviours fulfil. The findings from this study has 
clinical implications in the sense that the authors urge professionals to recognise that 
anorexia is a psychologically purposeful set of behaviours for many who experience it 
and that professional intervention should encourage the development of specific goals, 
which the individual wishes to achieve (Nordbo et al, 2006). The authors also 
highlight the importance of encouraging individuals with anorexia to express their 
personal values and they encourage therapists to demonstrate empathy and 
acceptance, regardless of the clients’ behaviour. These clinical implications resonate 
strongly with counselling psychology, which pride the importance of establishing an 
accepting, non-judgemental and empathie therapeutic relationship with all clients.
80
Psychological models of anorexia
Psychodynamic models
Psychodynamic models of anorexia draw parallels with counselling psychology 
theory, as they are concerned with the symbolic meanings that anorexia has for the 
individual. Different psychodynamic theories assert different symbolic meanings to 
the symptoms of anorexia and these include attempts to create a new identity, to give 
birth to a true self, develop defence mechanisms to cope with parental conflict and 
control, manage annihilation anxieties and develop emotional metaphors to articulate 
where emotions materialise in the body (Riberio & Blay, 2009). Bruch’s (1973) 
extensive work in this area has been particularly influential (Nicholls, 2007). She 
hypothesises that individuals with anorexia adopt a ‘perfect child stance’ because they 
have failed to develop a sense of themselves as independent and entitled to take 
initiative. They therefore, feel as though they have no control over their environment 
and adopt rigid, safe routines to determine their behaviour and control over their 
environment (Nicholls, 2007).
From this perspective, anorexia has also been described by others as resulting from a 
fear of fusion with the mother (Birksted-Breen, 1989; Boris, 1984) and Farrell (2000, 
p.62) suggests that ‘anorexic and bulimic symptoms can be thought about by the 
individual as being a way to separate, to attempt to distinguish ‘me’ from ‘not me’ 
both internally and externally’. In terms of psychodynamic practice, Bruch observed 
that classical psychodynamic techniques did not appear helpful with her patients and 
argued that a therapeutic approach should be adopted which involves education, 
clarification and explanation rather than an over-reliance on interpretation (Shipton,
2004).
Rust’s (2008) recent theorising adopting a Jungian Eco-psychological perspective, 
considered eating problems in relation to the possible tensions that exist in everyday 
life between nature, culture and psyche. She highlights the complexities of our 
relationships with inner and outer nature and postulates that eating disorders may arise 
from a perceived sense of tension and disconnection from our selves, nature and 
culture in our everyday lives. Her interesting and unique exploration of three women’s
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recovery from eating related difficulties proposes that developing a healthy 
relationship with nature can be profoundly healing and a powerful ally in helping 
individuals to recover a relationship with their own inner nature. Rust (2008) reports 
that:
If we are able to re-conceive the self as interconnected with body, soul and 
land, we might just be giving ourselves and our clients the tools to recreate a 
life where self-nature and culture are reconnected, and where we can begin to 
live more lightly on the earth (Rust, 2008, p.78).
Cognitive behavioural models
Cognitive behavioural conceptualisations of anorexia by contrast to psychodynamic 
theorising, focuses on how a person’s thoughts influence their feelings during specific 
events, and they aim to understand what thoughts and feelings are associated with 
certain consequences of behaviour (Kleinfield, Wagner & Halmi, 1996). One 
prominent cognitive behavioural model developed by Gamer & Bemis (1985) 
suggests that anorexic symptoms are maintained by a set of over-valued ideas about 
the implications of body weight and shape. These beliefs are believed to arise from 
specific personality traits and in particular, perfectionism, low self-esteem, 
obsessionality and socio-cultural ideas of female appearance. However, this model 
appears ‘culture-bound’ and does not account for women in non-Western cultures who 
develop and live with anorexia nervosa.
Another cognitive behavioural model published by Fairbum, Shafran & Cooper 
(1999), argues that an extreme need to control eating is a central feature of anorexia. 
Their model infers that individuals living with anorexia interpret symptoms of severe 
dietary restraint in terms of control over eating, shape, weight and themselves in 
general (Fairbum, Shafran & Coooper, 1999). Shafran et al (2002) have supported this 
hypotheses however, Schmidt & Treasure (2006) note that this specific model cannot 
explain cases where the function of anorexia is interpersonal, for example, adopting an 
emaciated child-like appearance to elicit care from other people.
In response to their criticisms of other cognitive behavioural models, Schmidt and 
Treasure (2006) have proposed a maintenance model of anorexia, which combines 
intra and inter-personal maintenance factors. They hypothesise that anorectic 
symptoms are maintained intra-personally by beliefs about the positive functions of
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the symptoms for the person and inter-personally by the negative and positive 
responses from close family and friends, which are evoked from their physical 
appearance and ‘anorexic’ behaviours. Functionally, avoidance centres on a need to 
avoid the experience of negative emotions and the need to avoid close relationships, 
which trigger these emotions. Obsessive-compulsive traits are thought to be 
manifested in perfectionism and rigidity, which make these individuals prone to all-or- 
nothing type thinking, meticulous attention to detail and a terror of making mistakes. 
Schmidt and Treasure (2006) hypothesise that these vulnerability traits are intensified 
by starvation and different factors come into play at different stages of the 
development of anorexia, thus, the ‘anorexic’ behaviours are continually reinforced. 
This comprehensive model draws on the interaction between psychological, familial 
and social factors as well as drawing on an evolutionary approach to psychopathology 
with regard to the maintenance of anorexia.
Existential models
Existential conceptualisations of anorexia nervosa draw parallels with psychodynamic 
and cognitive behaviour models in the sense that they all focus on the potential 
meanings that anorexia has for the individual. Existential models therefore resonate 
closely with counselling psychology perspectives, however, these understandings of 
anorexia are relatively absent within the literature. From the little literature that does 
exist, existential authors suggest that anorectic symptoms are viewed as an expression 
of the difficulties that some individuals experience in living. Existential 
conceptualisations explore the different ways in which women with anorexia are in the 
world; in the Umwelt; the physical world, Mitwelt; the public world of relationships 
with others, Eigenwelt; the private, intimate world of the individual, and the Uberwelt; 
the ideal world; the world in which individuals connect with their spiritual values 
(Van Deurzen-Smith, 1990). Fitzgerald (2005) suggests that symptoms of disordered 
eating can arise in response to a number of existential concerns. For example, in the 
arena of Eigenwelt, the denial of food is related to a crisis of identity and anorexia is 
thought to be a coping strategy that provides a sense of meaning and identity 
(Macleod, 1981). Fox & Leung (2009) postulate that anorexia may serve as a 
maladaptive attempt to deal with negative states concerning control and meaning in 
life in the sense that, disordered eating behaviours appear to provide a sense of control
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and an inflated sense o f ‘uniqueness’ and ‘specialness’. Similarly, Rusca (2003) 
existentialist approach to anorexia nervosa suggests that:
Anorexia nervosa is an attempt of the self to refuse itself and devise another 
self, with dissolution of the link between the self and the body.. .Drive came 
from .. .  negative expectations that needs cannot be met, driving one to rise 
above/outside of needs to not need. The new self, incorporeal and totally 
controlled, in its controlling part, is at times perceived as a separate ‘it’ 
controlling the mind. The new self, that so much wanted to be in control, is out 
of control by being under the orders of the ‘it’; supposedly not greedy, it has 
found a new object in greediness in weight loss (Rusca, 2003, p. 491).
From an existential perspective, symptoms of anorexia are both insightful and 
psychologically meaningful and resemble Nordbo et al’s (2006) phenomenological 
understandings of anorexia. In terms of therapeutic practice, existential approaches to 
working with individuals living with anorexia focus on the descriptions of the how 
and the what of experience to reach a clearer understanding of the individual’s world­
views and the complex roles and functions that anorexia may satisfy. As a trainee- 
counselling psychologist, I argue that expanding previous perspectives of anorexia to 
encompass phenomenological and existential conceptualisations may be useful for 
therapeutic practice because they can provide individuals with an understanding of the 
subjective meanings that they ascribe to their symptoms and this in turn, may allow 
them to view the consequences of their anorexia more objectively.
Treatment of anorexia
Despite the increase in research over recent years, the clinical management and 
treatment of anorexia remains difficult for those involved. Whether the service is 
inpatient or outpatient, treatment typically involves a multi-dimensional approach due 
to the multi-dimensional nature of the symptoms presented by individuals. To 
exacerbate the problem of treating anorexia nervosa further, individuals with anorexia 
demonstrate high ambivalence about recovery; they rarely seek treatment on their own 
initiative, drop out rates are high, motivation to change is low and many individuals 
with anorexia value and appreciate their symptoms (Nordbo et al, 2006). Eberly et al 
(2004) research into resistance, motivation and change proposes that in order to ‘treat’ 
individuals with anorexia it is important to understand why they oppose treatment and
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hold onto their anorexia instead. Phenomenological studies like Nordbo et al (2006), 
existential and psychodynamic conceptions of anorexia go some way to facilitate an 
in-depth understanding of the meanings of anorexia to the individual however, 
research adopting these frameworks is lacking. In line with these approaches and by 
adopting a phenomenological position, an understanding of the experiences of women 
living with anorexia who have by their own definition, recovered, may go some way 
to expand our knowledge about motivation to change and resistance to recovery. 
Eberly et al (2004) suggests that with this knowledge, it may be possible for treatment 
providers to offer interventions that make sense to the individual with anorexia, which 
they can actively choose and thus, move them forward in the process of recovery.
Most multi-disciplinary teams involved in the current treatment of anorexia are 
comprised of clinical consultants, psychiatrists, nurses, psychologists, dieticians and 
physiotherapists with the aim to provide a range of treatments for the physical, 
psychological and social problems associated with anorexia. Treatment programmes 
typically involve physical treatments and in particular, re-feeding, to enable 
individuals with anorexia to restore weight to within a healthy range and 
consequently, help restore cognitive and emotional functioning (Eberly et al, 2004). 
Other physical treatments involve medication, typically in the form of anti-depressants 
and neuroleptic drugs as well as physiotherapy, to encourage relaxation and physical 
exercise to a reasonable level for weight.
Psychological treatments of anorexia typically involve individual, group and family 
therapy (Gowers and Doherty, 2007). However, research to date concerning the 
effectiveness of these ‘treatments’ individually or collectively, have been limited. 
Moreover, these studies have been criticised for their small sample sizes, lack of 
empirical power and their conflicting and inconclusive results (Gowers and Doherty, 
2007). Therefore, future research and therapeutic interventions may benefit from 
adopting a different approach from those typically employed by medical and 
diagnostic models. I propose that by learning from individuals who have recovered 
from anorexia and by incorporating a positive stance to recovery that focuses on what 
the individual believes has aided their recovery, a greater understanding of the
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processes can be achieved, and the possibility of more effective interventions can be 
formulated and implemented.
Prognosis is defined as the ‘means to make a prediction about the course and final 
outcome of a disease’ (Gowers & Doherty, 2007, p.89). Regarding anorexia, literature 
incorporating medical frameworks has suggested that predicting the course of the 
illness is almost an impossible task (Sohlberg, Norring & Rosmark, 1992). Numerous 
outcome studies have looked at prognostic predictors (variables present at the onset of 
the illness, influencing outcome), yet results have been largely conflicting with few 
consistent findings. Prognostic factors typically include age of onset, gender, socio­
economic status, physical status, eating disorder symptoms, life events, co-morbidity 
and family functioning, which hints that motivation to change and psychological 
concern with weight and shape, may be amongst the most important in predicting 
outcome (Gowers &Doherty, 2007). Tozzi et al (2003) concludes that knowledge 
surrounding prognostic factors of anorexia nervosa is incomplete and there are no 
outstanding factors that consistently predict outcome. Interestingly, D’Abundo and 
Chally (2004), who adopted a qualitative approach to explore recovery from anorexia, 
commented that the unpredictable course and outcome of anorexia demonstrated by 
inconsistent and inconclusive clinical research has hindered the identification and 
implementation of successful and effective strategies for intervention.
Recovery from anorexia
Although the existing literature surrounding the prognosis and outcome of anorexia 
nervosa is less than optimistic with many studies indicating that more than half do not 
recover, many do recover (Vanderlinden et al, 2006; Garrett, 1997). Research 
indicates that rates of recovery range from 24%-76% (Strober, Freeman & Morrell, 
1997; Field et al, 1997; Katzman et al, 2000; and Zipfil et al, 2000) and that the large 
discrepancy in recovery rates is partly due to a lack of consensus regarding what 
recovery from anorexia is within the clinical literature (Bardone-Cone et al, 2009). 
Defining recovery usually requires a set of inclusion criteria and historically, criteria 
for anorexia nervosa included only physical indices for example, weight and menses. 
In recent years however, behavioural aspects of recovery such as absence of restrictive
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eating and more recently, psychological indices of recovery for example, a fear of 
weight gain and concerns of body image have been included (Bardone-Cone et al, 
2009), Yet, the incorporation of physical, behavioural and psychological components 
into a definition of recovery has not been standardised across studies and research 
within this domain.
Psychological indices of recovery have received much less attention in outcome 
evaluations when compared to physical and behavioural aspects of recovery (Jarman 
and Walsh, 1999). A consequence of not assessing for psychological aspects of 
recovery and in particular, aspects including a reduction in fears about becoming fat, 
preoccupations with food and disturbed body image is that without such measures, 
many individuals can appear to be in a state of ‘pseudo-recovery’ (Keski-Rahkonen & 
Tozzi, 2005). Keski-Rahkonen & Tozzi (2005) define pseudo-recovery as a state in 
which individuals living with anorexia appear recovered externally but internally, they 
exhibit the same thoughts and feelings as those who are externally demonstrating 
anorectic behaviours. The majority of research regarding eating disorder attitudes has 
suggested that elevated anorectic thoughts and concerns around body weight and 
shape may predict relapse (Carter, Blackmore, Sutandar-Pinnock, & Woodside, 2004; 
Channon & DeSilva, 1985; Federici & Kaplan, 2008). Cogley & Keel (2003) found 
that when recovery criterion included weight and shape, fully recovered groups had 
less body dissatisfaction, less negative affect and better social adjustment, which 
appeared more similar to healthy controls and less similar to the partially recovered 
group. Furthermore, Noordenbos & Seubring (2006) highlighted that the women in 
their study defined recovery as accepting ones appearance and not obsessing about 
weight and shape. In addition to psychological, physical and behavioural aspects, 
some researchers suggest that recovery criteria should also include social, education 
and vocational adjustment (Manz et al, 2002; Pike, 1998) however, there may also be 
difficulties with evaluating recovery along these dimensions.
In addition to the inclusion of specific criteria, the duration of improvement or 
absence of anorectic thoughts, feelings and behaviours have been urged to be 
considered by some authors (Jarman & Walsh, 1999). Much of the literature suggests 
that individuals living with anorexia have high probabilities of relapse with as many
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as half relapsing within three years (Keller et al, 1992). Existing research focusing on 
the duration of recovery is conflicting. While some studies have defined recovery as 
maintaining a symptom-free state for only eight weeks (Bachner-Melman et al.,2006; 
Daley et al, 2008), others argue that definitions should encompass a symptom-free 
state for one year, post recovery (Herzog, Schellberg, & Deter, 1997; Strober et al., 
1997). Current evaluations of recovery are complicated further by the variation in 
measures of recovery used by different authors (Jarman & Walsh, 1999). 
Consequently, researchers’ have been unable to compare and replicate existing studies 
and thus, reliability of results cannot be measured or defined (Jarman & Walsh, 1999). 
Another problem in this area is that researchers have been found to choose different 
outcomes to indicate recovery on the same outcome measure. A frequently used 
measure of anorexia nervosa is the Morgan-Russell Outcome Assessment Schedule 
(Morgan & Hayward, 1988). This scale is designed to measure outcome along five 
dimensions however; there is no precise score that indicates ‘recovery’ and therefore, 
researchers determine their own scores for recovery. Furthermore, research on 
outcome typically uses two of the five sub-scales with weight and menstruation being 
the two most commonly used thus, restricting outcome to solely physical measures of 
recovery (Jarman & Walsh, 1999). In addition, differences in the methods of 
assessment employed by different researchers complicate quantitative inquiry further. 
Self-report questionnaires yield different results to researcher-administered interviews 
and there is reported to be biases according to the method of administration used 
(Jarman & Walsh, 1999).
Based on the limitations of these studies mentioned above, it seems possible to 
suggest that evaluations of recovery from research implementing a quantitative 
medical framework are inconclusive. Moreover, the results from these studies appear 
to present a confused picture of recovery from anorexia but they have also, restricted 
new understandings of recovery and therapeutic interventions from being developed. 
To support this notion, studies that have implemented another perspective to that of 
the dominant medical model and who have trusted the voices of individuals with 
anorexia and their definitions of recovery indicate that ‘healthcare professionals and 
women with eating disorders are striving for such vastly diverse objectives from 
recovery (Patching & Lawler, 2009). The women in these qualitative studies have
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largely rejected the idea of clinical criteria for defining their recovery and their lives, 
with some preferring to avoid the word recovery altogether because for them it 
suggests a measure of ultimate closure and perfection (Garrett, 1997). Rather, women 
in these studies described recovery as the ability to feel a sense of control over their 
life and to enjoy an improved sense of self (Garrett, 1997; D’Abundo & Chally,
2004). Thus, I propose that by accepting the definitions of recovery from those who 
have experienced anorexia is far more meaningful when compared with clinicians’ 
conflicting definitions and measures of recovery.
Participant’s experiences of recovery
As demonstrated by the above review of literature regarding recovery from anorexia 
nervosa, much of our knowledge is from the perspectives of clinicians and researchers 
located within a medical framework. These professionals tend to view recovery in 
terms of physical indices at worst and a combination of physical, behavioural and 
psychological aspects at best, over a given symptom-free duration, as indicated by 
some predetermined clinical scale (Weaver, Wuest & Ciliska, 2005). Literature on the 
recovery from anorexia however, has paid less attention to the perspectives of 
individuals who have actually experienced and recovered from anorexia and therefore, 
the current literature lacks a rich and holistic understanding of these processes. Studies 
embedded within a medical framework have also been criticised because they 
compartmentalise the ‘disorder’ and only provide a fragmented picture of anorexia, 
which makes it difficult for new insights and understandings to emerge, leaving 
professionals with uncertainty about what individual’s living with anorexia ‘need’ in 
order to recover (Garrett, 1997). Conversely, listening to the words and experiences 
of women who have recovered from anorexia themselves, offers the opportunity for 
women who consider themselves as recovered, to describe and explain the dynamic 
complexities and challenges of recovery in order to obtain a more in-depth and 
nuanced understanding of recovery from anorexia.
Despite the obvious lack of research giving precedence to the perceptions and voices 
of individuals who have experienced anorexia, research adopting this perspective is 
burgeoning. Existing research adopting this framework has focused on eating
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disorders in general (D’Abundo & Chally, 2004; Keski- Rahkonen & Tozzi, 2005; 
Patching & Lawler, 2009), whereas others have specifically considered recovery from 
anorexia (Garrett, 1997; Weaver, Wuest & Ciliska, 2005; Nordbo et al, 2005; 
Lamoureux & Bortoff, 2005). Instead of implementing quantitative methods, the 
above studies have relied on qualitative methods to explore participants’ perspectives. 
Interviews have typically been employed to yield transcripts and narratives of the 
individual’s subjective experiences, which have been analysed in a variety of ways 
depending on the epistemology of the researchers involved. Most frequently, 
grounded theory, interpretative phenomenological analysis and narrative analysis have 
been used, with data eliciting rich insights, implications for treatment and suggestions 
for further research.
From a counselling psychology perspective, a consistent finding that has emerged 
from these qualitative studies which is of particular interest is that events, people and 
processes outside of therapy seem most relevant to the participant’s subjective 
experiences of recovery (Bersein, Gordon & Herzog , 1989). Keski-Rahkonen &
Tozzi (2005) reported that non-therapy related factors were considered equal or 
superior to therapeutic intervention with regard to their positive impact on recovery. 
However, the therapeutic relationship has consistently been reported to be the most 
helpful aspect along with the therapist’s ability to understand anorexia from the 
patient’s perspective. Weaver, Wuest & Ciliska (2005) qualitative study focussing on 
women’s subjective journeys of recovering from anorexia highlighted that:
Women reported the most help was when others were open to women’s 
perspectives and concentrated on listening to, and looking carefully at what 
was being revealed in the women’s suffering rather than approaching with 
preconceived notions of needs and responses (Weaver, Wuest & Ciliska, 2005, 
p. 203).
Similarly, Beresin, Gordon & Herzoq (1989) identified that empathie understanding 
and emotional support demonstrated and conveyed by the therapist were the most 
commonly identified aspects aiding recovery from therapeutic intervention. Thus, 
implying that the wants and needs of individuals’ recovering from anorexia resemble 
the core values adopted by counselling psychologists and reflect their emphasis on the 
importance of establishing a warm and empathie therapeutic stance. Interestingly, the
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findings also suggest that incorporating elements of person centred, narrative and 
existential frameworks into professionals’ clinical practice, may prove a beneficial 
integrated therapeutic approach for those wishing to recover.
As mentioned previously, there have only been a relatively small number of 
qualitative studies, which have specifically focussed on participant’s subjective views 
of recovery from anorexia, however, in my opinion those that exist collectively 
provide a more insightful understanding of recovery. Garrett (1997) employed a 
sociological perspective in her study of 32 former individuals who have experienced 
anorexia. She conceptualised recovery as a ‘rite of passage’, which involved a 
confrontation with death and an eventual return to becoming fully engaged in 
community life through a spiritual quest (Garrett, 1997). Garrett (1997) highlights the 
spiritual importance of recovery, where the participants in her study chose life and 
recovery over and in the face of death. Thus, highlighting the existence and the 
importance of existential factors in the process of recovery. Additionally, Garrett’s
(1997) study differed from previous studies on recovery in the sense that her research 
focussed on the positive aspects of recovery in which she suggested that by 
identifying factors that assist recovery as opposed to factors that hinder recovery, 
professionals are able to gain a better understanding of the mechanisms and processes 
that facilitate recovery.
Weaver, Wuest & Ciliska (2005) research on recovery from anorexia demonstrates 
similarities with Garrett’s (1997) study as they both highlight the importance of social 
contexts in recovery. Weaver, Wuest & Ciliska (2005) phenomenological exploration 
of recovery indicates that recovery from anorexia nervosa is a process, which involves 
progression and relapses, as individual’s struggle with their eating disorder. The 
process begins with what they call ‘perilous self-soothing’, where women struggle 
with their sense of identity and place in society. Consequently, anorexia develops in 
order to manage this inner turmoil. ‘Finding me’ is described as a ‘turning point’ in 
the women’s journey, where shifts in self-awareness and self-regulation allow the 
women to distance themselves from anorexia and to reach the stage of ‘informed self- 
care’. ‘Informed self-care’ is defined by the authors as the stage of recovery where the 
women learn to take care of and ‘celebrate themselves’. Through the journey of 
recovery and self-development, they are reported to have learnt to accept their
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strengths and weaknesses, become more able to manage difficult emotions and 
maintain genuine relationships with themselves and others (Weaver, Wuest & Ciliska,
2005). Based on the women in their study’s subjective experiences and perceptions of 
recovery. Weaver, Wuest & Ciliska (2005) conclude that recovery from anorexia 
occurs over time, involving changes in reflexivity, developmental progression and 
interactions with society.
Choosing recovery
Weaver, Wuest & Ciliska (2005) and Garrett’s (1997) research are not only similar in 
the sense that they highlight the importance of social relationships and the individual 
with anorexia’s intimate context, they also hint at the importance of individual 
‘choice’ in the recovery process. Garrett (1997) reported that recovery was ‘chosen’ in 
the face of death. Similarly, participants in Weaver, Wuest & Ciliska (2005) study 
indicated that when they sensed ‘rock bottom’ or mortality from engaging in anorexic 
behaviours, this influenced their choice to recover. Existing literature has consistently 
documented that patients with anorexia demonstrate high ambivalence to recovery 
therefore, it seems pertinent for future research to explore the experiences and 
processes that influence women’s choice to recover from their own perspective.
D’Abundo & Chally (2004) explored women’s perspectives of recovery and 
developed a model for understanding their subjective experiences of recovery, defined 
as the ‘circle of acceptance’. The process leading to the circle of acceptance involved 
a struggle for thinking rationally and a struggle for control, where the severity of 
anorexia increased until an acceptance of anorexia was triggered. The process of 
‘accepting the disease’ was defined by a ‘turning point’ or ‘critical event’, which 
resulted in women wanting to change their behaviours and choose recovery 
(D’Abundo & Challey, 2004). The most influential turning points or factors 
influencing women’s choice to recover were adverse medical conditions related to 
their eating disorder and turning points that were unrelated to their eating disorder.
The unrelated turning points involved a life event that forced the participants to realise 
the value of life in the face of death, therefore, indicating similarities to Garret (1997) 
and Weaver, Wuest & Ciliska (2005) research and further, demonstrating the possible
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significance of phenomenological and existential models in the understanding of 
anorexia.
Patching & Lawler’s (2009) life-history approach to understanding women’s 
experiences of developing an eating disorder and recovery also identifies the 
importance of choice in the process of recovery, but they take it a step further by 
stressing the importance of the individual’s ‘choice’ within their discussion. The 
authors highlight the inter-relating factors that influence an individual’s choice to 
recover from anorexia in that “recovery can only occur when the individual with the 
eating disorder is ready to make the choice to recover...Choice in enhanced by an 
overwhelming sense of self-determination and self-acceptance” (Patching & Lawler, 
2009, p. 18). The authors suggest that recovery is about ‘being ready’ and ‘making a 
choice’ to recover, to re-invest the energy and self-determination to make the 
necessary changes to their lives to free themselves from anorexia (Patching & Lawler, 
2009). Although Patching and Lawler (2009) claim that self-acceptance and self- 
determination are key factors that contribute to and enhance a woman’s choice to 
recover from anorexia, other studies suggest that choice is linked to specific life 
events that usually involve notions of life and death and evoke a realisation about the 
severity of their anorectic behaviours. Therefore, there appears to be a gap in the 
existing literature concerning the seemingly important aspect of choice in the recovery 
process and it is my belief that by adopting a phenomenological framework to explore 
the notion of choice in recovery from anorexia, new and exciting understandings can 
be elicited.
Furthermore, research that has focussed on the notion of choice in recovery from 
anorexia from those who have experienced it may also have clinical implications. By 
producing stories about individuals who have by their own definition ‘successfully 
recovered’ from anorexia, a sense of hope and knowledge regarding factors favouring 
recovery can be made explicit for those struggling to recover (Garrett, 1997). 
Additionally, if the choice to recover from anorexia is influenced by an increase in 
self-acceptance, therapeutic interventions focussing on increasing self-acceptance 
such as mindfulness, ACT and compassion focussed therapies may be beneficial. 
Lastly, if a realisation about the severity of an individual’s anorectic behaviour is an 
important facet influencing their choice to recover then, interventions focussing on
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educating individuals about the seriousness of their behaviours may also prove useful 
interventions in facilitating successful recovery from anorexia nervosa.
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Appendix I
Reflections on the use of self
I remember being 17 and sitting next to my best friend in psychology class. I 
remember the teacher introducing our next topic, ‘eating disorders’. I attended an all 
girls grammar school and I remember the teacher warning us to demonstrate a degree 
of sensitivity with this particular topic. He calculated that according to the statistics, 
two of us in the class could develop an eating disorder. My best friend was one of 
those girls. When I reflect back to the year that my best friend lived with anorexia, I 
feel overwhelmed by emotion. It was horrendous watching her lose weight every day, 
watching her body fade away, watching her fade away. I desperately wanted to save 
her from what she was going through, but I had no idea how. I felt completely 
helpless. I desperately wanted my best friend back and I believe that it is for this 
reason that I chose to focus my literature review on anorexia nervosa.
For the past three years, I have worked in an adolescent inpatient eating disorders unit. 
I remember my first encounter with the patients and I was struck by their physical 
appearances. They were not emaciated and skeletal as I expected, but appeared close 
to ‘healthy weight’. However, once I began talking to them, it was obvious how their 
thoughts, perceptions and beliefs about themselves, their bodies and food were 
certainly not healthy. This experience led me to develop the assumption that the 
experience of anorexia is not just about weight or food but rather, about the thoughts, 
feelings and perceptions belonging to each individual. Within my first month at the 
hospital, I quickly reached the conclusion that anorexia nervosa was a different 
experience for each individual and I began to view the diagnosis of anorexia as an 
‘umbrella term’ used to describe a general set of symptoms presented by individuals, 
rather than a meaningful description of individual’s subjective experiences. From 
these personal experiences, I discovered that individuals with anorexia have many 
different combinations of external presentations attached to many different internal 
meanings, with no two experiences of anorexia being identical. Furthermore, I think
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that these insights significantly contributed to my assumptions that medical/diagnostic 
perspectives should not be the only perspectives that feature within the literature of 
anorexia and therefore, led me to take a critical stance on the medical based research 
and to include literature adopting a different perspective throughout the review.
Over the past three years, I believe that I have gained an in-depth understanding of 
anorexia nervosa and although I have studied numerous journals, learnt many 
theoretical conceptualisations and read countless books, I believe that my deep 
understanding is of no doubt, from the words, stories and perceptions of the patients 
who have experienced anorexia. Therefore, it is for this reason in combination with 
my personal experiences of working with anorexia mentioned above, that influenced 
me to select a considerable amount of the literature employing a qualitative 
phenomenological framework to exploring anorexia. In addition, because of these 
experiences in combination with studying counselling psychology, I have come to 
think that people who have lived with anorexia are the experts and that their voices are 
the voices that need to be trusted, listened to and documented by researchers and have 
thus, formed a strong basis of the argument throughout the review.
Due to my desire of wishing to provide a holistic review of anorexia, I included 
literature on the diagnosis, symptoms, prevalence, co-morbidity, aetiology, treatment 
and recovery to allow the reader to obtain a full understanding of the existing 
literature out there. Additionally, because of my training in counselling psychology, I 
believe that I paid particular attention to psychological models of anorexia, recovery, 
suggestions for therapeutic intervention and links to counselling psychology discourse 
throughout the review.
Upon reflection, I think that my decision to concentrate on the notion of choice in the 
process of recovery from anorexia at the end of the review was influenced by my 
experiences of thinking that I could ‘help’ every patient recover from anorexia when I 
first began working in the hospital. However, I quickly learnt that the patients 
themselves had to want to get better before they could even contemplate recovery. I 
have personally witnessed numerous réadmissions and successful discharges from the 
hospital and from talking with the patients, a major distinguishing factor between 
relapse and recovery appeared to be the patients’ choice to recover. I understand that it
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is for these reasons that I dedicated the final section of the paper to literature 
implicitly highlighting the significance of choice in the process of recovery from 
anorexia and suggesting that investigating women’s experiences of choosing recovery 
from anorexia may be a rewarding and meaningful topic for future research.
Despite my belief that I already had a deep understanding of anorexia nervosa, I have 
learnt a significant amount from conducting this literature review and I have come to 
understand that it has affected my practice at the hospital and in my therapeutic 
approach towards individuals with and without anorexia. The literature consistently 
indicated the importance of supportive relationships to individuals with anorexia and 
therefore, I have really concentrated on developing and maintaining supportive and 
trusting relationships with the patients at the hospital and with my clients at 
placement. Additionally, the literature consistently specifies that self-acceptance is an 
important factor in recovery and I have found myself encouraging patients to become 
more accepting of who they are. Lastly, from exploring anorexia in the depth required 
by this literature review, I have begun to question my work at the hospital, some of 
my previous thoughts and beliefs surrounding inpatient treatment and the overall 
process of recovery for individuals who live with anorexia nervosa.
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Appendix III 
Details of searches used when gathering material
To acquire an overview of the material available, I used the University’s Library 
engine (Talisprism) and spent time in the library selecting books and buying others 
that would be useful for my literature review. Following this more traditional search 
of the literature on anorexia, I searched for articles using Psychology Cross Search, 
which allowed me to search through PsychlNFO, PsychARTICLES, PsychBOOKs, 
MEDLINE, British Nursing Index, International Bibliography of the social sciences, 
and the Psychology & Behavioral Sciences Collection simultaneously via 
EBSCOhost. I also found articles from reading related articles and looking through the 
references of articles that I discovered via EBSCOhost.
Key words used for Talisprism: ‘anorexia nervosa’; ‘phenomenology and anorexia 
nervosa’; ‘anorexia nervosa and recovery’
Key words used for the online search: ‘anorexia nervosa’, ‘eating disorders’, 
anorexia AND prevalence’, ‘co-morbidity of anorexia’, ‘anorexia AND 
phenomenology’, ‘anorexia AND qualitative methodology’, ‘psychological models of 
anorexia’, ‘psychoanalysis AND anorexia’, ‘cognitive-behavioural models of 
anorexia’, ‘existential models of anorexia’, ‘anorexia AND treatment’, ‘anorexia AND 
recovery’, ‘anorexia AND recovery AND qualitative methodology’, ‘anorexia AND 
choice’, anorexia AND recovery AND choice.
The three most im portant searches:
Key word: ‘anorexia nervosa’
Search engine: Talisprism
Key word: ‘anorexia nervosa’
Search engine: PsychlNFO
Key word: ‘anorexia AND recovery AND qualitative methodology’
Search engine: PsychlNFO
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Year 2: Research Report
Understanding women’s experiences of choosing recovery from anorexia nervosa
112
Abstract
Although research on recovery from anorexia nervosa implicitly highlights the role of 
choice, the notion of choice has not been studied directly. This qualitative study aimed 
to understand women’s experiences of choosing recovery from anorexia nervosa. 
Unstructured telephone interviews were conducted with six women. The data was 
analysed using Interpretative Phenomenological Analysis. The women described the 
process of choosing recovery in terms of four broad themes, 'hitting rock bottom \  
'illumination hope ’ and ‘active cognitive work’. Transcending these themes was the 
notion of having ‘no choice’. Findings provide implications for medicalised 
approaches to treatment and offer suggestions for therapeutic intervention.
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Introduction
Anorexia nervosa affects 160,000 people (B-eat, 2011) in the U.K. with 
approximately one third of those people experiencing anorexia for long and enduring 
periods (Hoek, 2003). Lowe et al (2001) reports that as many as 16-20% die from 
complications associated with starvation and suicide; a mortality rate that is twelve 
times greater than all other causes of death for women aged between 15 and 24 years 
(Sullivan, 1995).
Research into recovery from anorexia has grown substantially over the last decade 
however; the majority of these studies have implemented a quantitative design, been 
located within a medical framework and focussed on clinicians’ views of recovery. 
Findings from these studies have been criticised for their reductive nature, which 
compartmentalise the ‘disorder’ and lack a rich and holistic understanding of the 
processes involved in recovery (Garrett, 1997; Weaver, Wuest & Ciliska, 2005; 
Patching & Lawler, 2009). Furthermore, the results from these studies have elicited 
conflicting results, conclusions, recommendations for therapeutic intervention and 
further research. Consequently, due to the dominance of these quantitative studies 
within the literature on recovery from anorexia, it has been difficult for new 
understandings to emerge and for the development of new and effective therapeutic 
interventions.
In comparison, research considering recovery has paid less attention to exploring and 
understanding the subjective experiences of individuals who have actually recovered 
from anorexia. However, research implementing this framework is burgeoning and 
proving insightful (Garrett, 1997; D’Abundo & Chally, 2004; Weaver, Wuest & 
Ciliska, 2005; Lamoureux & Bottorff, 2006; Patching & Lawler, 2009 and; Jenkins & 
Ogden, 2011). Quantitative research based on the medical model has described 
recovery in terms of physical indices at worst and a combination of physical, 
psychological and behavioural aspects at best. Yet, qualitative research designed to 
elucidate women’s experiences of recovery (Garrett, 1997; D’Adundo & Chally, 
2004; Weaver, Wuest & Ciliska, 2005) have described recovery as the ability to ‘feel 
a sense of control over life and to enjoy an improved sense of self.
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The results provided by exploring recovery from anorexia in the framework of the 
lived experience have offered a richer and more holistic understanding of the 
complexities and processes involved in the recovery for women. For example, the 
women in Garrett’s (1997) study conceptualised recovery from anorexia as a spiritual 
quest involving a confrontation with death and an eventual return to becoming fully 
engaged in life. Additionally, the women in Weaver, Wuest & Ciliska’s (2005) study 
described recovery as a joumey of self-development where they were able to learn to 
accept their strengths and weaknesses, to manage difficult emotions and to maintain 
genuine relationships with others. Interestingly, D’Abundo & Chally (2004) defined 
recovery as a ‘circle of acceptance’ in which, the women in their study understood 
recovery as an acceptance of the severity of their anorexia and comprised thoughts 
and behaviours that contributed to enhancing their feelings of self-worth and self- 
acceptance. Further, the women in Patching & Lawler’s (2009) life history approach 
study described recovery as an ability to re-engage with life, to develop the necessary 
skills for conflict resolution and to re-discover and re-connect with their sense of self.
One insight that has arisen from the findings of these qualitative studies (Garrett, 1997 
and Patching & Lawler, 2009) is that for some women, recovery from anorexia is 
experienced as a choice. The women interviewed by Garrett (1997) described 
‘choosing’ to recover as ‘choosing’ life in the face of death. Furthermore, Patching & 
Lawler (2009) emphasised the importance of the individual’s choice in the process of 
recovery concluding that, “recovery can only occur when the individual with the 
eating disorder makes that choice and re-employs the energy and self-determination 
required to engage in the behaviours to relinquish them” (Patching & Lawler, 2009, 
p.l9).
These findings indicate that the individual’s choice to recover is an important aspect 
in the experience of maintained recovery. To date, there has been no research 
explicitly exploring recovery from anorexia with a particular focus on the individual’s 
choice to recover and therefore, there is a gap in the existing literature. I propose that 
implementing a qualitative phenomenological framework to explore women’s 
experiences of choosing recovery from anorexia may enhance our current 
understandings about the processes of recovery. It is possible that with new insights
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and a different perspective from which to understanding the complexities of recovery, 
more meaningful and effective therapeutic interventions can be developed.
The current study focussed on women’s experiences of choosing recovery based on 
the rationale of previous qualitative studies; the disproportionate ratio of women to 
men (1:10) diagnosed with anorexia. A qualitative, phenomenological framework was 
implemented to allow for a more in depth and holistic exploration of women’s 
experiences of choosing recovery than would be possible to achieve through 
quantitative methodology (Smith, 1995). The aim of the study was to gain a greater 
understanding of women’s experiences of choosing recovery from anorexia nervosa.
Method
Design
The study used a qualitative design with unstructured telephone interviews. Data was 
analysed using Interpretative Phenomenological Analysis (IPA).
Sample
Six participants were recruited and interviewed in accordance with the following 
inclusion criteria: female; over 18 years; had a previous diagnosis of anorexia nervosa; 
defined themselves as ‘recovered or in recovery’ for a minimum of two years; felt 
they made a choice to recover and had a minimum Body Mass Index (BMI) of 18. The 
study relied on the participant’s self-definitions of recovery, which is in line with the 
qualitative, phenomenological underpinnings of the study. However, a minimum BMI 
and time scale of ‘recovery’ were included to ensure that particularly vulnerable 
participants’ were excluded from the study.
All the participants in the study were white females between the ages of 20 and 45 and 
they all lived in South England. Two of the participants were married, one of whom 
had children and the remainder were single. Four participants defined themselves as 
‘fully recovered’ and two described themselves as ‘still recovering’. All participants 
were diagnosed with anorexia nervosa in their teens and they had all received 
professional treatment.
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Procedure
Ethical approval for the study was sought and gained from the University of Surrey 
Ethics Committee. Participants were recruited by email adverts and were accessed 
from two main sources. Initially, participants were recruited through a previous 
student on the Clinical Psychology Doctorate at the University of Surrey, who 
completed her thesis on exploring recovery from anorexia. In adherence to ethical 
guidelines, the researcher contacted the women who participated in her study via 
email and asked whether they would be willing to participate in a study on choosing 
recovery from anorexia with a different researcher. Three participants’ responded 
favourably and with their permission the researcher forwarded their contact details to 
the researcher of the current study. The remaining participants were recruited through 
sending an advert via email to all psychology undergraduate and post-graduate 
students at the University of Surrey. Three more women responded favourably to 
bring the total number of participants to six. The researcher sent information sheets to 
all participants. The researcher ensured that each participant met the inclusion criteria 
and once this was confirmed, consent forms were distributed via email. On receipt of 
completed consent forms, the researcher arranged a time and date to conduct a 
telephone interview. Telephone interviews were utilised for a number of pragmatic 
reasons. Firstly, they were more convenient for the participant who does not need to 
travel or make their accommodation suitable for the researcher. Secondly, when 
asked, a number of participants’ stated that they would prefer a telephone interview 
because they were ‘not currently in the area’. Thirdly, telephone interviews were also 
more convenient for the researcher in terms of arranging a time and date to conduct 
the interview, as well as being able to access participants’ from a wider geographical 
location. In addition, previous studies that have used telephone interviews have 
emphasised that good relationships between interviewer and interviewee can be 
established and rich data elicited (Jenkins & Ogden, 2011). Each interview was audio­
recorded and at the end of the interview, the researcher de-briefed the participants and 
sent debriefing sheets via email. The researcher transcribed the audio recordings and 
all identifying names and information were changed to ensure confidentiality. The 
interview transcripts and audio-recordings were saved in a locked file on the 
researcher’s computer and the original recordings were destroyed. A month after each
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interview, participants were contacted via email to inquire about their well-being since 
the interview.
Interview Schedule
This study utilised unstructured interviews and the interview schedule comprised one 
open-ended question, which is in line with Langdrige (2007) suggestion; “you told me 
that you chose to recover from anorexia, can you tell me about that”. This 
unstructured approach to interviewing was used to capture data about how the 
individual experiences have been understood by them and limits the risk of 
participants’ narrating their experiences in accordance with the researchers 
assumptions, as may be the case with semi-structured interviews and thus reflects 
IPA’s inductive epistemology to the fullest extent (Smith, Flowers & Larkin, 2009).
Data Analysis
The data was analysed using Interpretative Phenomenological Analysis (IPA, Smith, 
Flowers & Larkin, 2009). IPA was chosen because it enables an analysis of the 
participant’s own experiences and the ways in which they derive meaning from their 
experience, whilst acknowledging the role of the researchers own perspective. For 
each interview, the transcript was read and re-read several times whilst listening to the 
audio recording of the interview to ensure familiarity with the data. Initial comments 
(descriptive, linguistic and conceptual) were noted on the transcript on a line-by-line 
basis. The initial comments were transformed into emerging themes and these themes 
were written on the opposite side of the transcript. Emerging themes were then typed 
up in chronological order, printed and cut up, resulting in each theme being on a 
separate piece of paper. Themes were moved around on the floor to explore the spatial 
representations of how emergent themes related to each other. Connections between 
themes were made by clustering together similar or related themes to form super­
ordinate and corresponding sub-ordinate themes. An individual summary sheet 
containing all possible super-ordinate and sub-ordinate themes with references to the 
transcript was constructed. The same process was conducted for all interviews and six 
individual summary sheets were produced. With continuous reference to the 
transcripts, patterns across cases were examined, shared themes and connections 
across themes were made. All interview transcripts were re-read to ensure the themes
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represented the original data and instances of each theme in the transcripts were 
recorded. Throughout the write up, super-ordinate and sub-themes were adjusted 
accordingly.
Self-reflections
As a trainee-counselling psychologist and having worked in an eating disorders unit 
for four years, I have insider experience and knowledge into the role of choice in 
recovery from anorexia. Although this positioned me with empathy, understanding 
and sensitivity to the topic, it also introduced a risk of bias during the interview and 
theme selection. The risk of bias is inevitable in IP A research and therefore, 
introduced the need to ensure validity as much as possible (Yardley, 2000). To 
achieve this, I relied on unstructured interviews and attempted to bracket my own 
assumptions as much as possible. Further, throughout the analysis, my supervisor 
offered different interpretative positions and all interpretations and themes were 
grounded in the interview transcripts.
Results and Discussion
Overview
Figure one diagrammatically represents the process of choosing recovery from 
anorexia. The flow chart reveals that the process of choosing recovery was triggered 
by hitting rock bottom, which evoked a process of illumination. This process of 
illumination led to choosing recovery from anorexia. Hope and active cognitive work 
facilitated the transition of choosing recovery to initial and then maintained recovery. 
The process of choosing recovery in terms of these four broad areas: 1 .rock bottom; 
2.illumination; 3.hope; 4.active cognitive work will now be considered.
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Figure 1:
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1. Rock bottom
The women described hitting rock bottom as a ‘trigger’ for bringing about change:
“It was almost like a switch had been turned and it involved hitting absolute 
rock bottom” (Leanne).
The women’s experiences of hitting rock bottom varied between women and can be 
conceptualised as three key domains: severe anorexic behaviours, a critical event and 
relapses.
i) Severe anorexic behaviours. Two women recognised that they had "hit rock bottom ’ 
when they started to engage in more severe and extreme anorectic behaviours. Suzie 
realised that she had hit rock bottom when she began to purge after every meal:
“With the food, it was just, there was just such a...the draw to being sick after 
eating, just became too much” (Suzie).
Alice described her experience of hitting rock bottom as inserting nasogastric tubes to 
drain her own stomach contents:
“The fact that I was emptying my stomach contents with an N.G. tube at 
home... I just knew then that it could not go on because that was like a new 
depth that I had sunk to (Alice).”
ii) Critical event: Two women described how a critical event enabled them to 
recognise that they had hit rock bottom. Leanne described hitting rock bottom as her 
suicide attempt:
“I made a really major suicide attempt and I woke up in hospital having no 
recollection of the past three days... I found it terrifying not knowing what had 
happened. (Leanne)”
Whereas for Amber, the experience of witnessing her mother’s devastation after 
seeing her body in a prom dress was the critical event that helped her recognise that 
she had hit rock bottom:
“I put this dress on and my mum’s face obviously looked so shocked to see 
what I looked like” (Amber).
iii) Relapses: Rachel and Cara recognised that they had hit rock bottom after 
experiencing a series of relapses:
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“I was at the end of my tether...because I had just lost all the weight that I had 
put on in that week (in inpatient treatment) within a day, I just felt lost and 
totally trapped by it and I felt that this was, I was at rock bottom” (Rachel).
The women described hitting rock bottom as a critical, initial stage in the process of 
choosing recovery from anorexia. The women experienced rock bottom as beginning 
to engage in new and more severe anorectic behaviours, a critical event and through 
experiencing a series of relapses. The women described hitting rock bottom as feeling 
out of control, helpless and trapped by their anorexia, which triggered changes and 
shifts in self-awareness.
These women’s experiences of hitting rock bottom as triggering change are supported 
by previous qualitative inquiry. The women in D’Abundo & Chally’s (2004) study 
similarly experienced a ‘critical event’ or ‘turningpoint’, which initiated an 
acceptance of their anorexia. Equally, the women interviewed by Weaver, Wuest & 
Ciliska (2005) described ‘reaching bottom ’ as triggering shifts in self-awareness and 
prompted them to see the bigger picture.
2. Illumination
The women collectively described their experiences of illumination after hitting rock 
bottom as a break down in denial and gaining an acceptance of their anorexia, which 
allowed them to recognise the negative consequences of their anorexia on others, their 
selves and on their lives.
i) Social-harm. The women described that after hitting rock bottom, they gained an 
awareness of the harm that their anorexia was having on their family, friends and 
partners:
“I think I just realised that this was just...unbearable for my friends and it was 
unbearable for my family as well, my mum was just distraught, my sister was 
just distraught, my whole family was” (Cara).
They described recognising the negative impact of anorexia on their loved ones 
involved a break down in the all-encompassing hold that anorexia had over them, 
gaining the ability to look outside of one-self and being able to view the impact on 
others with empathy:
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“My youngest son...he came to see me in hospital...it was like I had become so 
introspective that I could not see anything else and suddenly being able to see 
it from his point of view” (Leanne).
The women also described that being able to see the adverse impact of their anorexia 
on others helped them realise that others truly cared about them:
“It was also a realisation that I mattered to people as well, my husband cried 
and he rarely cries and that was...a realisation that I mattered to somebody that 
much” (Leanne).
ii) Self-harm. The women described that after hitting rock bottom, they 
simultaneously became aware of the negative consequences of their anorexia on their 
selves. They described this awareness as recognising both the physical and 
psychological harm that they were experiencing from living with anorexia:
“I could not sit down properly, I was freezing all the time, I was just in this 
miserable way of being, all my hair was falling out, it was like I was numb 
really” (Amber).
Cara explains:
“I wanted to die from it (anorexia) because I was so unhappy having it” (Cara).
The women described gaining insight into the harm of their anorexia on their physical 
and psychological selves comprised an overall awareness of the severity of their 
anorexia. This is in line with the experiences of the women in D’Abundo & Chally 
(2004) research, who explained that the recognition of the severity of their anorexia on 
their selves evoked an acceptance of their anorexia.
iii) Harm-to-life: The women described that after hitting rock bottom they were able 
to gain insight into the negative impact of their anorexia on their lives. Cara described 
this awareness as realising what she had lost from living with anorexia:
“I had to stop going to school and I lost all my friends and I think it is because 
then, I realised that I did not have any friends, I did not have a normal life of a 
15 year old” (Cara).
The women also described recognising the things that they would lose in the future if 
they continued to live with anorexia. They described becoming aware of the social 
losses in terms of losing the chance for a social life, losing important relationships and 
in some cases, losing their whole family:
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“I cannot remember what happened but I suddenly had this awareness of not 
wanting to lose them (family) and a realisation that if I carried on doing what I 
was doing, I was going to” (Leanne).
Suzie described gaining awareness that she would lose her education:
“I knew that I would have to drop out because I was quite ill at the end of first 
year, um, so yeah, if I continued down that road, I would have dropped out of 
second year” (Suzie).
Leanne described an awareness of losing the chance to have a meaningful life:
“Thinking...! mean potentially I could go on for the rest of my life messing 
about with food, never really engaging with what is going on for me, never 
engaging with the world properly and do I want to die just having done that” 
(Leanne).
The women described experiencing a series of realisations about the negative 
consequences of their anorexia on others, the self and on their lives collectively forced 
them to perceive living with anorexia more objectively. This perceptual shift evoked a 
realisation that they could not continue to hold onto their anorexia and have what they 
wanted from life:
“I just wanted to be happy being small, but obviously they don’t go together 
and I just realised...being anorexic, it just won’t make me happy” (Suzie).
For Alice:
“I knew that I could not take my E.D. with me because, I just knew that it 
would not work, I knew that I could not be anorexic and still have a life”.
Amber described being able to view her anorexia more objectively led to a realisation 
that her anorexia was "bad’ and "unhealthy’:
“It was realising that something was wrong, that my eating disorder was 
wrong, I just knew that I needed help, that I could not go on” (Amber).
The women experienced these realisations as facilitating a change in the way they 
viewed their anorexia in the context of their lives, which then subsequently led them 
to evaluate their potential future pathways:
“It was almost like a cross roads really and you can either succumb to the 
disorder and just stay depressed and alienated and drop out of uni and become
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a nothing, or you can chose recovery and get, and yeah, and be happy, which I
had never seen it like that before” (Suzie).
They described that by experiencing illumination, they began to perceive living with 
anorexia as leading to death and living without anorexia, as leading to life, which 
translated into a dichotomous choice of choosing either life or death:
“It was choosing, choosing to live rather than to die” (Leanne).
The women described that by conceptualising living with anorexia as a pathway 
leading to psychological or physical death and by realising that they could not carry 
on living with anorexia, they paradoxically felt that they had no choice but to attempt 
a new life trajectory described by the women as "recovery’, "life ’, or " something new ’:
“Because there was no other choice, I was choosing to live” (Leanne).
In summary, there were variations in the speed that the women experienced 
illumination however, they described that once they had become aware of the harm 
that their anorexia had on their selves, others and on their lives, they began to make 
conscious evaluations of their future life pathways and realised that they could not 
continue to live with anorexia. The women explained that they faced a dichotomous 
choice of choosing to live with anorexia conceptualised as leading to death, or 
choosing to try an alternative pathway conceptualised as leading to life. They 
described that once they had perceived living with anorexia in this way, they felt they 
had no choice but to attempt recovery. The women stressed the importance of 
choosing a new pathway for themselves and explained that when they had attempted 
recovery for others or were forced into treatment, they relapsed. They also described 
that once they had made the choice to recover, they did not know what the 
"alternative ’ or "recovery ’ would "look like ’ but, emphasised that they felt "ready ’ and 
wanted to attempt recovery.
The women’s descriptions of the process of illumination relates to existing literature 
in the following ways. Firstly, the women in Weaver, Wuest & Ciliska (2005) study 
similarly conceptualised a ‘cognitive and affective dawning’, which enabled them to 
evaluate the consequences of how much their anorexia interfered with their lifestyle,
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significant others and future goal attainment. Secondly, the conceptualisation of living 
with anorexia as leading to death is consistent with the women interviewed by Garrett 
(1997) and Weaver, Wuest and Ciliska (2005) and furthermore, supports the women’s 
descriptions of choosing life over death documented by Garrett (1997). Lastly, these 
women highlighted the importance of feeling ready and choosing to attempt recovery 
for themselves, which supports Patching & Lawler’s (2009) research where the 
women in their study explained that recovery ‘can only occur when the individual 
with anorexia makes that choice Thus, raising doubts and suggesting significant 
implications for the current medicalised approach to treating women with anorexia.
3. Hope
The women described that after making the initial choice to recover, the process of 
choosing to embark on a new pathway towards living without anorexia was facilitated 
by hope. The women explained that after they had experienced illumination, they were 
able to see an alternative life trajectory for the first time and that by investing the hope 
that it would lead to a better life, it consolidated their choice:
“I kind of thought, ok, I do actually want to get better and I had to believe that 
there was something better than this” (Cara).
Alice described that listing all her hopes for the future helped consolidate her choice 
to recover:
“I listed all my hopes for the future before I went into hospital and that really 
helped me make the decision” (Alice).
The women described that hope facilitated the transition of making the choice to 
recover into recovery. They collectively conceptualised that they gained hope through 
being active and the support of others.
i) Being active. The women described that in choosing to embark on a new life 
trajectory without anorexia they became active in terms of seeking out the availability 
of treatment and through this, they gained hope:
“I remember there was a thing about EDA and I remember thinking oh my 
god, it’s in xxxx (place, where she lived) and I think that kind of cheered me
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up...that was the carrot or whatever, it gave me hope, that there was an answer 
to getting out of it” (Amber).
The women described that they also had to be active in terms of persuading health 
professionals that they wanted treatment, which in turn, gave them the hope that they 
could recover:
“It felt like in fact part of me, I needed to persuade them but I also needed to 
persuade myself that I could do this” (Leanne).
Suzie described that by being actively involved in her treatment, she was able to hold 
onto a continuous sense of hope:
“I don’t really know what I liked, it (treatment), just gave me, it just gave me 
hope, if that makes sense, I dunno, I guess I never really had hope before.” 
(Suzie).
The women explained that by being active, they were also able to gain back or reverse 
their inner strength and determination, which in turn, facilitated their recovery:
“I always think that people with anorexia have it on their side, if they can see it 
is a good idea to recover then they can have that strength and stubbornness, 
that iron will to reverse it” (Amber).
The women described that by making the initial choice to recover they became active 
in their recovery process in terms of seeking out and admitting themselves into 
treatment. They reported seeking out treatment that did not exclusively focus on 
forced weight gain but instead, offered a more therapeutic approach that emphasised 
the individual taking responsibility for their own recovery. The women reported that 
by being active, they gained the hope that they could break free from their old lives of 
living with anorexia, which enabled them to gain inner strength and self-determination 
to fight anorexia and thus, facilitated the transition from choosing recovery into active 
recovery.
ii) Support. The women described that by choosing to live without anorexia they 
gained support from others, which also gave them hope. Cara described how the 
nurses in her inpatient treatment provided hope:
“They could share with me their experiences and they could say I have seen a 
thousand other girls like you and they got better and they have their life back 
and they go to university and all things like that, and that kind of made me 
think, kind of, I can do this”.
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The women described how support from significant others, for example, parents, 
partners and_friends also gave them hope and played a crucial role in their journey to 
recovery. Alice described how others gave her hope through providing her with a 
sense of genuine care:
“I met my boyfriend when I was starting to want to change things and I think that 
really helped...it was like he was here because he cared about me...and he was 
helping from the heart type thing” (Alice).
Suzie explained how significant others helped her gain a sense of self-acceptance:
“I got a boyfriend for the first time and I think that helped and yeah, I mean he did 
help me to accept my body” (Suzie).
As part of their treatment, the women described that they received either individual or 
group therapy or both, and explained that this provided them with a continuous sense 
of hope. They described that individual therapy was beneficial because it helped them 
to understand themselves better as well as enabling them to understand the underlying 
reasons as to why they developed anorexia:
“It just helped me...find like the underlying reason like why you are feeling like 
that because it’s not about your weight, it is about you being upset about 
something else, so kind of projecting it onto your body, it is about finding a route 
of what is making you unhappy” (Suzie).
Cara explained how individual therapy helped her gain practical tools in terms of 
learning how to cope with difficult emotions and providing alternative coping 
mechanisms instead of controlling food and weight:
“It is learning about...kind of the practical strategies of one, keeping better and 
two, how to then deal with the emotions and everything...because if you don’t 
learn to deal with them you will only revert back to the same old coping 
mechanisms that you are used to, so it is about giving alternative coping 
mechanisms” (Cara).
All the women who received group therapy stressed how helpful this experience was 
in terms of being able to view their anorexia more objectively, feeling valued, 
strengthened, normal, cared for and giving them a sense of feeling part of a 
community:
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“Group was good because you come to recognise that other people’s things and 
seeing it on someone else, it makes it more clearer and... telling other people how 
they can overcome this kind of is like you saying it to yourself, so that it 
strengthens you...and just helping each other kind of makes you feel valued and 
like heard, and that other people care...and also feeling, valuing yourself a bit more 
because you are helping people...also seeing it from someone else and you 
recognise that they are feeling the same as you, you don’t feel so alone or like 
such a freak, and it just makes it seem like there is a common enemy...it was really 
helpful” (Suzie).
In summary, the women collectively described that by making the initial choice to 
recover, they became active in terms of choosing to access treatment that did not 
solely focus on weight gain and by involving themselves in their treatment, they 
gained hope and support. The women also described gaining hope and support from 
therapeutic intervention and significant others, which in turn, enhanced their sense of 
self-acceptance, inner-strength and self-determination and thus, facilitated the 
transition of choosing recovery into initial and then maintained recovery.
These women’s experiences of choosing to access professional treatment, therapy, 
significant others and gaining self-acceptance and self-determination as factors 
facilitating recovery relate to previous qualitative studies. The women in the present 
study emphasised that once they had made the choice to recover for themselves, they 
experienced formal treatment as a positive influence in their recovery process, 
whereas the women in Garrett, (1997) and Lamaourex & Bottororff, (2005) studies 
described professional help as largely unhelpful. It is therefore possible to suggest that 
the choice of accessing formal treatment for oneself that does not exclusively focus on 
the physical aspects of recovery but rather, emphasises individual responsibility, may 
be pivotal factors in determining the helpfulness of formal treatment. Additionally, the 
women’s experiences of the importance of both therapeutic intervention and 
significant others as positively influencing recovery is in line with the participant’s in 
Bersein, Gordon & Herzog (1989) and Keski-Rahkonen & Tozzi (2005) studies, who 
reported that non-therapy related factors and therapeutic intervention positively 
influenced recovery. Further, the role of self-acceptance and self-determination as 
facilitators in recovery has been widely documented by previous qualitative inquiry 
(Weaver, Wuest & Ciliska, 2005; Lamoureux & Bottorff, 2006 and; Patching &
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Lawler 2009). Lastly, these women’s experiences of the positive influences of both 
individual and group therapy further the literature on recovery from anorexia. 
Participants in previous research (Bersein, Gordon & Herzog, 1989 and; Keski- 
Rahkonen & Tozzi, 2005) have reported that therapist empathy, therapist 
understanding and the therapeutic relationship are the most helpful aspects of therapy. 
The women in the current study described the value of group therapy and highlighted 
that individual therapy, which provided self-awareness, insight into the development 
of their anorexia, strategies to manage their difficult emotions and learning alternative 
coping mechanisms facilitated their recovery.
4. Active Cognitive Work
The women described how hitting rock bottom triggered a process of illumination 
whereby they gained insight into the harm their anorexia was causing others, 
themselves and their lives. The choice to recover and the identification of an 
alternative pathway was facilitated by hope, which was offered through being active, 
therapy and significant others. This process of recovery was not automatic and even 
with hope the women described how it required active cognitive work. The women 
explained that the process of translating their choice to recover into recovery was a 
long and hard struggle involving: continually choosing recovery, recognising positive 
gains and protecting recovery.
i) Continually choosing recovery: The women explained that throughout their journey 
to recovery, they experienced many cognitive battles between “anorexic 
voices/thoughts ” and “recovery voices/thoughts
“It is like a constant battle...it was about whether the anorexia was 
overpowering you, or you, with the influence of the nurses and your family 
and your friends and stuff could shout louder” (Cara).
The women described that because they had made the initial choice to recover, they 
felt that they had no choice but to continue to choose recovery. They explained that 
they experienced countless struggles, which for some resulted in temporary relapses 
but ultimately, they had to invest the self-determination to repeatedly, choose recovery 
from anorexia:
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“I just needed to keep choosing to choose not to choose anorexia” (Suzie).
Rachel described having to invest self-determination to continue to choose recovery 
on a daily basis:
“Every day I had to make that choice” (Rachel).
Leanne described having to choose recovery again after eating a difficult meal or 
following a realisation of her weight gain:
“I remember growing out of my very skinny jeans, it was those kind of 
times...when I had an awareness that again, I need to choose again” (Leanne).
The women described that through the process of investing self-determination to 
choose recovery again and again, the recovery voices became stronger and clearer:
“I think that the recovery kind of voice in your head, if you like, becomes 
clearer and louder and the anorexic voice became quieter” (Cara).
The women also described how the support of others helped them to continually, 
choose recovery:
“I got people to remind me about what I wanted, and it was about keeping my 
aims in mind, about what I wanted out of life so I did not forget because it is 
easy to get back into the eating disorder and forget” (Alice).
Cara explained how her weight gain helped her to make the choice to recover again, 
and again:
“Because of the weight gain, you could process things more easily and stuff so 
it was easier for that recovery voice to kick in” (Cara).
Suzie described that by making the cognitive battles between her anorexic and 
recovery voices into a competition, this helped her to keep choosing recovery and 
through repeated victories over her anorexia, she gained self-esteem:
“I have kind of in my head made it like a competition...it helps me keep 
choosing like I try not to let him win, it is a him apparently, but sometimes I 
will talk to him you know like I am not going to let me do this and stuff, so I
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try and make it into a game and like a battle and like, I just have to win’ 
(Suzie).
The women collectively described the journey towards recovery as lengthy and tough, 
involving continual choices to recover. They explained that because they had initially 
made the choice to recover for themselves, they had no choice but to eat, gain weight 
and follow the pathway to recovery. The women described the critical importance of 
self-determination and the help of others as facilitating their continual choices to 
recover and by recognising their ability to ‘squash ’ their anorexic voices; they gained 
self-esteem. These women’s experiences are in line with the women interviewed by 
Patching & Lawler (2009) who also emphasised the role of self-determination in 
facilitating their choice to recover.
ii) Recognising positive gains. The women explained that by continually making the 
choice to continue along the pathway to recovery over living with anorexia, they 
began to recognise a multitude of positive gains from living without anorexia:
“Over time I see the positive benefits of doing it so that has helped my choice 
in recovery” (Rachel).
In a similar way to the process of illumination, the women reported gaining an 
awareness of the positives of living without anorexia in terms of gains to others, the 
self and their lives. Suzie described the positives of recovery on others:
“Everyone around me is much happier now too which is definitely rewarding 
to like see other people happy” (Suzie).
Leanne described improvements in her relationships with others:
“Within my family, the dynamic has completely changed, my husband and I 
get on so much better...my relationship with my children has changed 
completely” (Leanne).
The women described recognising physical gains of recovery:
“I started like feeling better and that helped me, just the physical thing that 
keeps you going is suddenly realising how little energy I had when I was 
eating nothing” (Cara).
They also described recognising the psychological gains from living without anorexia:
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“I feel so much more confident in myself, happy in myself and my body than I 
ever, ever can ever remember” (Leanne).
Cara described recognising the positive impact on her life in general:
“It is the gratification of having your life back” (Cara).
The women described that by recognising the gains of recovery for themselves, others 
and their lives, they realised the progress that they had made, which enhanced their 
motivation to continue to choose recovery:
“When I have seen the progress that I have made, it spurred me on more to 
recover even more (Rachel).”
Amber described recognising her progress in recovery as providing her with self- 
confidence and self-esteem:
“The longer that I have been able to go without having to have anorexic 
behaviours or whatever, that gives you confidence in itself...because you 
realise that actually, you don’t have to do this, I don’t have to rely on it and 
that is a boost in itself’ (Amber).
iii) Protecting recovery. The women described variations in their definitions of 
‘recovery’, with some describing themselves as "fully recovered’ and others 
describing themselves as "still recovering’. The women explained that throughout 
their journey to maintained recovery, they had to protect their recovery by consciously 
recognising the positives of recovery:
“I think what is really important in choosing to choose recovery is to 
remember continually that I am much better without it” (Rachel).
Alice described that through consciously evaluating the positives of recovery against 
the negatives of living with anorexia; she was able to recognise how bad life with 
anorexia was and reported being petrified of reverting to her old way of being:
“I still keep in my head how bad things were and that scares me a lot, just 
thinking I really never wanna go back there cos that was even worse, cos I 
know going back, it was pure hell and it was horrible and that did scare me, 
even though it’s hard, it scares me enough to not wanna go back there” (Alice).
For those who described themselves as fully recovered, they described that with time, 
the cognitive evaluations of life without anorexia versus life with anorexia translated
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into an automatic, bodily felt response, which Amber described as never letting her go 
back to living with anorexia:
“There is always a trigger within me that kind of stops me from doing it 
again...it is just like a really strong reaction that kind of says there is no way I 
could ever go there again” (Amber).
In summary, the women described the process of translating choosing to attempt 
recovery into recovery as a long and hard struggle that required them to engage in 
making continual choices to recover. They collectively described that because they 
had made the initial choice to attempt recovery, they felt that they had no choice but to 
choose recovery again, and again. The women described that by investing self- 
determination and drawing on the support of others, they were able to continue to 
choose recovery and therefore, began to recognise the gains of recovery for 
themselves, others and on their lives. The women explained that recognising their 
progress in recovery enhanced their self-esteem, which helped them to continue to 
choose to live without anorexia. Although some of the women described themselves 
as fully recovered and others as in recovery, they collectively described the 
importance of protecting their recovery, initially, through conscious evaluations but 
with time, through automatic, bodily felt reactions, which they describe as preventing 
them from ever going back to living with anorexia.
Conclusions
The present study aimed to explore and understand women’s experiences of choosing 
recovery from anorexia from the perspective of women who have lived it. The results 
reveal that the process of choosing recovery involved hitting rock bottom, which 
triggered the process of illumination involving a break down in denial and evoking an 
awareness of the severity of anorexia for themselves, others and on their lives. These 
shifts in awareness translated into a dichotomous choice of choosing the pathway of 
living with anorexia, leading to death, or the pathway of living without anorexia, 
leading to life. By choosing to live without anorexia, an identification of an alternative 
life trajectory was exposed; by being active, in terms of opting for treatment and 
engaging in the recovery process, a crucial sense of hope was gained. Hope was also
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gained through significant others and therapy, which in turn, enhanced self-acceptance 
and self-determination and facilitated recovery. Active cognitive work, in terms of 
continually choosing recovery, recognising the positives of recovery and protecting 
recovery, were also crucial in the process of translating the choice to recover into 
initial and then maintained recovery.
Although the interviews emphasised the role of choice, transcending the broad themes 
was the notion of having ‘no choice’. Once the women had perceived living with 
anorexia as a futile life trajectory leading to death, they felt that they had no choice 
but to choose the alternative pathway towards recovery. Further, by experiencing 
having no choice but to choose recovery, they felt they had no choice but to become 
active in their recovery process, no choice but to eat and no choice but to gain weight. 
Finally, once life without anorexia was experienced, the women described having no 
choice but to continue to choose living without anorexia because they knew that if 
they reverted to a life with anorexia, it would lead to physical or psychological death 
and therefore, maintained recovery was the only viable option to them.
The use of a qualitative phenomenological framework to explore women’s 
experiences of choosing recovery from anorexia nervosa has provided a richer and 
more holistic understanding of recovery than could have been exposed through 
quantitative inquiry. However, as with all methodologies there are limitations. In line 
with Yardley’s (2000) suggestions for assessing validity, the use of telephone 
interviews may have limited the study’s sensitivity to context as the researcher’s 
ability to attend to the non-verbal cues of the participant’s was restricted. Secondly, 
the researcher has had limited experience with conducting unstructured interviews and 
this may have influenced the study’s rigour. Despite these limitations however, the 
researcher paid close attention to Yardley’s (2000) suggestions throughout the entire 
research process. Furthermore, the study has elicited rich data and exposed new and 
important understandings about the process of recovery from anorexia.
The present study did not seek to explore the problematic issues that are relevant to 
those who do not recover, but aimed to enhance our understandings about women’s 
experiences of choosing recovery from anorexia. The findings emphasised the 
importance of social and human factors involved in the process of recovery and these
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results not only further our understandings of recovery but also, challenge the 
dominant explanations provided by the medial model. Thus, by employing a 
qualitative phenomenological framework, a wider acknowledgement of the social and 
human factors offers an arguably more insightful and appropriate discourse from 
which to understand recovery from anorexia.
Understanding recovery from anorexia with a particular focus on the choice to recover 
offers an alternative perspective from previous qualitative inquiry and provides new 
insights for healthcare professionals working with individuals’ living with anorexia. 
The present study highlights that if the individual chooses to access and take 
responsibility for their own treatment, the experience of treatment is positive in the 
sense that it provides hope, support and guidance for those wishing to break free from 
anorexia. The study also emphasises the value of group therapy as providing a 
multitude of benefits for the individual and ultimately, enhances self-acceptance and 
self-determination, which seem vital in the process of recovery. Thus, these findings 
highlight the need for treatment, which employs a more therapeutic approach 
emphasising individual responsibility and for group therapy to be more accessible for 
those who wish to recover. With regard to individual therapy, the current study 
indicates that a more integrative approach may be helpful for those struggling to 
recover. Further, the current study supported by previous qualitative inquiry, 
emphasises the importance of support from significant others and instead of solely 
‘treating’ the individual with anorexia as per the medical model, a more systemic 
approach seems more appropriate.
Findings from this study reveal that rather than interventions purely focussing on 
weight gain and body image, it was the individual’s choice to recover combined with 
hope, self-determination, self-acceptance, support from professionals and significant 
others, and active cognitive work that facilitated initial and then maintained recovery. 
Therefore, by incorporating social and human factors into our understanding of 
recovery, more appropriate therapeutic programmes can be developed that make sense 
to the individual, rather than the alternative of predominantly ‘treating’ them from a 
medical model perspective, which forces recovery and focuses on weight gain and 
medication. Findings suggest that programmes, which allow the individual to take 
responsibility for their recovery and aim to facilitate the discovery of one’s self-worth.
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explore the positive aspects of recovery versus the negative impact of anorexia and 
success stories from individuals’ who have actually recovered from anorexia, may be 
helpful for those struggling to recover from anorexia.
In conclusion, the current study has provided a greater understanding of the journey of 
recovery from anorexia by exploring it from the perspective of choosing recovery 
from anorexia. The study indicates that recovery occurs once the individual has hit 
rock bottom and becomes aware of the negative consequences of living with their 
anorexia for themselves. Further, it indicates that once the individual has made the 
initial choice to recover, being actively involved in their recovery process, hope, 
therapy and support from significant others are crucial factors in facilitating the 
transition from choosing recovery to initial and then maintained recovery. Finally, the 
study reveals that making the initial choice to recover for one’s self may be the pivotal 
factor for successfully reaching recovery and that through making the initial choice to 
recover there is no choice but to continue to choose recovery and reach maintained 
recovery.
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Appendix I
Reflections on the use of self
My best friend developed anorexia when we were both seventeen years old and when 
I think back to that time, I feel overwhelmed by emotion. It was unbearable witnessing 
her living with anorexia. I desperately wanted to save her from what she was going 
through but I did not know how. I felt so helpless. Six years later, I continued to feel 
plagued by guilt for not doing enough to help her through her darkest times and I 
believe that it was for this reason that I decided to work in an eating disorders unit. 
Through helping individual’s struggling to recover from anorexia, my guilt has been 
resolved and I have had the chance to work with some of the most amazing people 
that I have ever met. I therefore believe that I chose to research the topic of anorexia 
because I felt that I owed the opportunity to expand knowledge on anorexia to my best 
friend and all the amazing people that I have met through the hospital. Further, I 
believe that I wanted to do more to help individuals continuing to struggle with 
anorexia because I have seen how awful the experience of recovery can be.
Fortunately, I have seen my best friend and many individuals at the hospital recover, 
and I think that their successful recovery has led me to want to focus exclusively on 
recovery from anorexia, to provide hope and enhance existing understandings about 
the processes and mechanisms involved in overcoming anorexia.
My role as a healthcare assistant in an eating disorders unit requires me to develop a 
supportive and caring relationship with patients and through experiencing supportive 
relationships with many different patients, I have reached an understanding that the 
experiences of living with anorexia are different for each individual, with no two 
individual’s describing identical experiences. Through gaining this insight, I began to 
find it helpful to view anorexia and the engagement in anorectic symptoms as 
providing many different functions to help individuals cope with being in the world, 
rather than a list of criteria relating to body shape, weight and food as determined by 
clinicians. Furthermore, from my experiences of working in an eating disorders unit.
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which focuses on weight gain and medication as the main methods of treatment, I 
have witnessed firsthand how unsuccessful these methods can be. These experiences 
combined with the findings from my literature review about the limitations of research 
implementing a medical framework has led me to take a critical stance towards the 
medical model for investigating and ‘treating’ individual’s living with anorexia, which 
is demonstrated throughout the report.
With regard to my choice of research question, I think that my experience of working 
at the hospital informed my decision. Over the four years I have witnessed many 
individuals recover from anorexia, but I have also witnessed many people who have 
not recovered. I came to the assumption that those who recovered differed from those 
who did not recover in one major way; they wanted to recover. Therefore, this 
assumption combined with previous qualitative research indicating the importance of 
individual choice in recovery from anorexia determined my research question and led 
me to want to explore women’s experiences of ‘choosing’ recovery from anorexia 
nervosa. I hoped that by exploring recovery from anorexia with a focus on the 
individual’s ‘choice’ to recover, it would provide a different perspective from 
previous qualitative research to explore recovery from anorexia and therefore, can 
enhance our understandings and provide hope to those continuing to struggle with 
recovery.
Through working intimately with individuals living with or struggling to recover from 
anorexia over the past four years, I have gained an understanding of anorexia at a far 
greater depth than I could have ever achieved through reading books, journals and 
theoretical conceptualisations. Therefore, this has influenced my assumption that a 
qualitative phenomenological perspective can significantly contribute to current 
understandings of recovery from anorexia nervosa. Due to my experiences and from 
conducting my literature review on anorexia, I believe that it is the individuals who 
have actually lived with and recovered from anorexia that are the experts and that their 
voices are the voices that need to be trusted and documented by researchers. Thus, for 
these reasons, I decided to use IP A to analyse my data because it seemed the most 
appropriate method to elicit a detailed and nuanced narrative heavily featuring the 
women’s voices and their understandings of their experiences of recovery from 
anorexia.
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I have gained so much from conducting this research study in the sense that it has 
broadened my knowledge and increased the depth of my understanding about the 
processes and dynamics involved in the recovery from anorexia. The findings of the 
importance of human and social factors as facilitating recovery have however, led me 
to experience many more tensions at work, which adopts a medicalised approach to 
treatment. I currently find it difficult to support forced weight gain at a rate 
determined by the clinical team, which tends to ignore the overwhelming negative 
impact on the individual. I am also finding it difficult to support the forced use of 
medication and these tensions have led me to question how I can best support 
individuals at the hospital and whether I want to continue working in that 
environment.
In the future, I hope to work therapeutically with individuals living with anorexia and 
through the knowledge gained from conducting this research, I anticipate that I will 
feel more confident in my therapeutic approach and ways of working with individuals 
living with anorexia. Finally, I anticipate that by acknowledging that a crucial factor 
in successful recovery from anorexia is the individual’s choice to get better, I will be 
more realistic about what can be achieved for those who do not wish to recover.
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Appendix II
A copy of one of the transcribed interviews in the present research
Researcher: You said that you choose to recover can you tell me about that please.
Participant: Um, well I had, I had been in treatment before and I have been ill for 
about ten years so I have had, in a way I have had plenty of like, opportunity to 
recover, and like I have always had a lot of support and everything but it was not until 
two years ago that I actually decided that I wanted to get better and I was the one who 
wanted to enter like an inpatient unit, so yeah, I got a lot more involved in the 
treatment and stuff because I wanted to do it myself rather than other people wanting 
me to do it.
Researcher: Can you tell me a little more about what you were thinking and feeling 
around the time that you decided for yourself that you wanted to recover.
Participant: Um, I was, I was really depressed and I was looking around and everyone 
seemed to be so happy with just the way that they were and I kind of wanted that for 
myself, and so I don’t know, I started to feel a bit out of control like, whereas before I 
felt that I was controlling what I was doing but then it felt that I was not in control 
anymore and I did not like that, so yeah.
Researcher: You said that you felt out of control.
Participant: Yeah, yeah, um, well I had never, I had never purged, I had done other 
stuff and I was ill since I was 11, but I had never purged before and that last year of 
being ill, I started being sick and I didn’t, I dunno, I felt that I didn’t and that I could 
easily get addicted to that and I did not want that, I didn’t want to not be in control 
anymore, I wouldn’t be in control anymore so yeah [giggles], um yeah, with the food, 
it just, there was such a, the draw to being sick after eating just became too much and, 
I didn’t want to get into that vicious cycle, if that makes sense?
Researcher: Yeah, so it was like vomiting made you feel out of control.
Participant: Yeah, yeah, absolutely, yeah, and I knew that from then on when I was 
going to eat anything I would just be sick and I knew that that was not going to go 
anywhere good, so yeah that was pretty much it, I just needed to get some help before 
it got too out of control.
Researcher: and is that when you decided to go into inpatient treatment?
Participant: Yep, yeah it was.
Researcher: Can you tell me about choosing to go into inpatient treatment.
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Participant: Yep, at the beginning I thought that I would only have to go into 
outpatient treatment, that that would be fine and that I would just have to have group 
meetings and anything like that, but then I went for an assessment at the centre and 
they said that um, that outpatient would not be enough for me and that I would need 
inpatient and um, I decided that ok I will give it a go, yeah, I would just go with it, 
that’s it [pause], I mean it was obviously really hard, but I think what changed is that 
after that second time I did, I did realised that I did have a problem and I realised that I 
did not want to have it any more.
Researcher: So you became aware that you had a problem.
Participant: Yeah, whereas before I thought that I would, I just thought that I could 
carry on with a normal life and be ill at the same time but I just realised that I was 
never going to be happy, that I wouldn’t because I could never be thin enough and if I 
was thin I would start getting into fights with people and arguing about it all the time 
and then iff  was, iff  had put on too much weight I was unhappy so I just had to find 
the middle ground.
Researcher: Can you tell me about finding the middle ground.
Participant: It was gaining weight but like nothing ridiculous and that is what I liked 
about the facility that I was in because the another inpatient facility before, when I 
was like 16, but um the emphasis was just purely just on putting on the weight and it, 
they went overboard in my opinion, I didn’t want to put on that much weight, they did 
not have a target but just put on as much as you can whereas at this last place that I 
had been in, they set you a target and once you reached that you did not have to put on 
anymore and I liked that there was a goal that it was not just like keep going until you 
die [giggles], so yeah.
Researcher: You said about that you realised that you would never be happy, can you 
tell me about that.
Participant: Yep, um, it’s, I knew that if any weight that I’d lost, I would eventually 
have to put back on, either because I was put in a treatment or because I was just 
making people so upset that I would just do it for other people, or anything like that, 
or if I would put on a lot of weight then I knew that I would not be happy so there was 
no way that I could be happy and that, that really annoyed me so that, so I thought that 
maybe going into treatment, I dunno, that I could find a middle ground where 
everyone could be happy , me and people that care about me.
Researcher: So there was something about doing it for others but also doing it for 
yourself?
Participant: Yep, yep, but but, at the start it was only about other people and it was not 
about doing it for myself so I think that it what made the difference that second time 
around.
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Researcher: You said that there was something about how you saw that others were 
happy and that you were depressed um, and that you felt out of control that, that is 
what kind of was happening for you when you made the decision, was there anything 
else that was going on for you around that time?
Participant: Yeah, yeah, um, I got a boyfriend for the first time and I think that that 
helped and yeah, I mean he did help me to accept my body a bit more and just yeah, I 
mean I knew that it was not fair on him for me to be like that really, I think that that 
also helped as well.
Researcher: there was something about him helping you to accept your body.
Participant: Yeah, and I also think doing a degree as well, there was something about 
that that made me not want to continue down that road and I knew that I would have 
had to drop out because I was quite ill at the end of the first year um, so um, yeah, if I 
continued down that road I would have had to have dropped out of the second year 
probably and, [pause] it was almost like a cross roads really and you can either 
succumb to the disorder and just stay depressed and alienated and drop out of uni and 
become a nothing, or you can chose recovery and get and yeah and be happy really so, 
which I had never seen it like that before, I just thought that you can be ill and happy 
but then I just realised that you just can’t, you just can’t do everything.
Researcher: Was that happening around the time that you decided to go into 
treatment?
Participant: Yes, yeah, yeah, yep, I mean, around that time I was really depressed and 
I just saw everyone else around me just having such a good time and just everyone 
having different body shapes and everyone being happy the way they were and I was 
like completely consumed by my ED and it just seemed pointless, so I dunno, yeah
Researcher: And this was when you started uni?
Participant: Yes, yes, I started uni quite well I had quite intensive treatment over the 
summer, not inpatient but outpatient um, but then for some reason I just got gradually 
worse throughout the year and um, and yeah towards the end I was quite bad and I 
decided to go into inpatient treatment over the summer.
Researcher: When you say you were quite bad, can you tell me what you mean by 
that?
Participant: Um, I had lost a lot of weight, um, I was depressed again, which I wasn’t 
when I started uni and um, I had started purging from time to time, and all that really, 
and that was really an awareness of how ill I was and then from that I just realised that 
I was never going to be happy with anorexia and then I just thought, well I decided 
that I want to try to recover.
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Researcher: Can you tell me a bit about the inpatient treatment that you received this 
time.
Participant: Um, it was a twelve step programme and um, to be honest I did not really 
take on that part that much, because it is a programme that they basically use for 
alcoholics and people with addictions and stuff and, yeah you just kind of follow a 
number of steps and they just lead you towards recovery, but yeah, um, I didn’t really 
follow that properly but like you would go to meetings, like anonymous meetings and 
stuff like that and um, but I dunno, I really liked the place although I seriously 
struggled in there, I really liked it, I don’t really know what I liked it just gave me, it 
just gave me hope, if that makes sense [giggles] I dunno, I guess I never really had 
hope before, and I met some really great people there and just had that support and the 
understanding, I dunno, I think that I became quite proud of my recovery which I 
think is like and I still am, like I dunno, yeah, I like to protect my recovery basically 
[giggles] it is a bit silly, but yeah [giggles] yeah.
Researcher: Can you tell me more about the struggles.
Participant: Yeah, um, well I struggled but um, I mean I did not have to put on a 
ridiculous amount of weight but I did have to put on some weight and I struggled with 
every single gram of that and I, I could not help it, I would just wear baggy clothes all 
the time and getting quite angry and...i dunno, in the middle I was kind of like I just 
can’t do this, it is not going to happen for me, it was just too much and too 
overwhelming and I just thought that you know I am not going to cope, I just could 
not stand my own body and I didn’t see then a way that that was ever going to go 
away um, but I think that they just helped me to focus on other things rather than just 
to focus on that, and try and find like obviously I am imagining it so just to try and 
find like the underlying reason like why you are feeling like that because it is not 
about the weight it is about you being upset about something else so kind of projecting 
it on your body, it is finding a route of what is making you unhappy instead of 
projecting it onto your body or something like that so, and I just became more aware 
of it, like for example if I had an argument with someone instead of thinking about the 
argument I would think we just had an argument because I am fat not because we had 
disagreed or whatever, like, I dunno, just to get your head around like what you are 
seeing is not real, which was really hard, it is almost like kind of accepting that you 
are insane, in a way, and which is quite hard, so yeah.
Researcher: What helped you keep going through the struggles?
Participant: um, I knew that it was then or never, and that if I could make it through 
that then I was not going to go into another treatment because I said to myself before 
going in that this was my last treatment and that if this did not work then that is it I 
will just be ill for the rest of my life, so I did want to try because this was my last 
chance and also another thing that really helped actually was that the treatment was 
really expensive and because my insurance would not pay for it because I had used it
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so many times and um, that definitely, I could not waste all this money, I had to make 
the most of it so it was almost like I did not have a choice but to work at it and get 
better, it was again, almost like when I was struggling that I had to make that choice to 
recover again because like that second time I would just say to myself you know is 
this what you wanna do, and I was like yep, I want to recover.
Researcher: So it was like a conversation in your head?
Participant: Yeah, yeah, I mean, yeah, yeah and I mean there were other people there 
and who um, still, still, kept doing things like and being sick and stuff like that and 
um, you know there was always an option to just leave whenever you want um, it was 
not like a closed facility or anything like that so you did have to choose it for yourself 
and that is something that they made really clear, if you didn’t want to be there then 
just leave, but you know, they were not going to force anyone to get better basically 
[giggles], like no one was gonna tie you down and convince you to do it, you know if 
you didn’t want to do it then you didn’t have to, you were not ready, and I quite liked 
that about the place because, like, I know that it is just a waste for people to just go in 
and be forced to get better because they will just go out and relapse again, there is just 
no point.
Researcher: Can you tell me a bit about how that was helpful for you?
Participant: It is about taking ownership for your recovery and your actions and stuff 
because like before I just felt that I was doing everything for everyone else rather than 
for myself and... just having, because I think um, the want to recover is so much 
stronger when you are doing it for yourself and the fact that they emphasise that, you 
don’t have to think wait am I doing this for myself or not, you know they made you 
make that decision and to have that clear in your head that you want to get better for 
you, and I think that that helped.
Researcher: Can you tell me more about that want to recover
Participant: um, sorry just let me think for a second [pause] um, I think it is just 
whereas before I just thought that I didn’t have the right to be happy, I think it was a 
bit like I realised that I was entitled to feel happy and you know have fun, you are 
young and you have just wasted all your life on this disease like, yeah, it is a bit like 
taking a bit of pride in yourself and loving yourself a bit more and wanting, wanting 
that happiness and wanting to be like other people, yeah, um, I think that just realising 
this was helped, it is weird to say, helped but I think it ws important to have reached 
rock bottom, I reached it and I could not go down anymore so the only way left for me 
was up really, it was either death or life and I chose life in a way, I just had to bounce 
back up, because I had nothing, I actually had nothing so I though t that I might as 
well try something new, let’s try recovery, you know I had tried lots of time to go 
down in my weight and it wasn’t, I always got stopped and I had to put it back on
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again, it was just a cycle that was not gonna work and I knew that eventually people 
were just gonna get fed up, and just let me do what I wanted to do and I would die .
Researcher: there was an awareness that if you were to do what you wanted to do then 
you would just die?
Participant: yeah, yeah, I just wanted to be happy being small, I didn’t want to die, I 
just wanted to happy being small, but obviously they don’t go together and I just 
realised that after being ill for such a long time that being anorexic I just won’t be 
happy, whether because of myself or because of other people would not let me, it was 
partly that every time that I lost weight, that would come with depression and, 
obviously that would come with more conflict between my family and my friends so 
that was not, yep, so it was either one or the other and I thought well you know you 
are unhappy being anorexic so just put on the weight, um I mean my mum, my mum 
was really good I mean she never, she never let me go down to a ridiculous weight, 
she never ignored the problem basically, she was always like right on it as soon as I 
was losing weight she would pick me up on it straight away um, so straight away she 
was like right you are not allowed to lose anymore you are not allowed to walk 
anymore, you know she started taking things away like straight away and like, you 
know she said if you reach x then you are going to hospital straight away, she never 
gave me, gave me that leeway to let me do what I wanted basically, um which 
obviously led to a few arguments [giggles] and, my friends, I was hurting my friends a 
lot and they would cry a few times and you know said to me stop doing this yeah, just 
and I couldn’t go out for meals with my friends, I couldn’t go out because I was not 
confident to go out, um obviously that annoyed them, well it didn’t annoy them but it 
made them sad that I could not go out, yeah, and also I didn’t like that all the attention 
was on me and that my sister wasn’t getting, I was taking all of the attention or most 
of the attention, my sister was not getting a lot and I wasn’t too happy about that 
either, I just felt guilty as well, um, yeah, I dunno.
Researcher: Can you tell me a bit about the realisation process of noticing how upset 
your friends were and the impact of your family?
Participant: I think, I dunno I just kept thinking that I can be sad and other people can 
be happy or I can be happy and other can be sad, like I did not see a middle ground, 
um, because at the beginning I was just being quite selfish, it is my life and I am 
gonna do whatever I want with it, um because if I did what they want then I would be 
unhappy um, but then, you get to the point where you realise that there is not a middle 
ground really where everyone can be happy, [giggles] um, yeah, because it wasn’t, it 
wasn’t fair to be hurting other people and if I was really happy then fair enough but, I 
wasn’t, I was really depressed because I was having loads of arguments with everyone 
because I really, really didn’t like what was happening but yeah...it just seemed so 
futile because no one was winning yeah, no one was happy.
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Researcher: you mentioned earlier that you feel really protective of your recovery, can 
you tell me about that.
Participant: Yeah definitely, um, like I will never do anything that I think will risk me 
going back, I dunno, like I will. I, I, I am terrified of skipping a meal just in case I fall 
back into that cycle or, every time I get ill, I hate it because if you know sometimes it 
will make you lose a bit of weight and I am worried that I will struggle to put it back 
on again or, um, if there is a social situation that I know is going to be hard for me, I 
won’t go in case it is too much and yeah, I dunno, stuff like that, or I will avoid eating 
foods that I know is a trigger for me if I am on my own or anything like that, in case, 
just in case, because I know that I am not, I am not always in control, it is still inside 
of me and it can still come out whenever it wants so yeah, I just have to be careful, 
yep, it is still there and I know that I am probably going to have that for years but, 
yeah, but I feel that I protect myself by being careful and stuff, because I know that if 
I go down that road again I know that I will just have to do it all again so yeah, I might 
as well stay where I am, um because I am definitely happier now definitely, and 
everyone around me is much happier now too which is definitely rewarding like 
seeing other people happy, like seeing my mum, she is ecstatic anytime I put on 
weight [giggles] um, i kind off just feed off her happiness, um, well, and also, I have 
kind of in my head made it like a competition and it is a bit childlike but it helps me 
keep choosing, like I try not to let him, it is a him apparently, but sometimes I will 
even talk to him, you know like I am not going to let me do this and stuff, so I like try 
and make it into a game and like a battle and like, I just have to try and win, kind of 
thing, um if that makes sense?
Researcher: Yes definitely, so it is like you have an internal conversation between 
yourself and him, the anorexia
Participant: Yes and to just take pride in that, to take pride in winning like in the same 
way that I took pride in losing weight, now I take pride in trying to maintain the 
weight so it is still, I still have my little thing but it is just a healthy one as opposed to 
one that might kill me.
Researcher: Can you tell me a bit more about the part of you that wants to win now.
Participant: Um yeah, yeah, I honestly think that when I was in anorexia I didn’t have 
it because, yeah I really don’t think that I ever had that part of me then but then when I 
was in treatment I started to recognise that that part of me was there and actually after 
treatment, when I left treatment, like a week, a week after I left treatment I think is 
when, I dunno because I saw, I saw how everything was, because in treatment you 
can’t see the benefits of your new lifestyle if that makes sense, where as when I left I 
noticed how much happier everyone was and how much I could do, how many more 
things that I could think about that were not about food, and, yeah, to take pride in my 
new life style sort of thing, it was just about seeing the benefits of recovery definitely, 
because before I really hated myself, like really, really hated myself where as now I
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am really learning, I would not say love myself yet but [giggles] but accept myself, 
um so before I was so self destructive because I hated myself whereas now I don’t 
really have that strong urge to destroy myself because I don’t hate myself anymore.
Researcher: Can you tell me more about what was going on for you to change hating 
yourself to beginning accepting yourself.
Participant: um, actually listening to compliments which I used to completely ignore 
before and, um I had like a lot of guilt and shame and stuff and, it was just talking 
through things in treatment and therapy it helped to reframe those things, it wasn’t my 
fault so much and, yeah, because we had like private and group therapy and I think 
that they were both helpful, the one to ones were good for maybe things that you were 
not comfortable enough to not say in front of other people yet, um, and then the 
groups ones were good because you came to recognise that other people’s things and 
seeing it on someone else makes it more clearer and you can’t, it is not so judgemental 
because it is not you, kind of thing, and I think like giving other people, like how can I 
say this, like telling other people how they can overcome this kind of is like you are 
saying it to yourself, so that strengthens you as well as trying to help others, and just 
that kind of thing and just helping each other it kind of makes you feel valued and like 
heard and, like you care and other people care, kind of thing, and also feeling valuing 
yourself a bit more because like you are helping people and you can also help 
someone else, I think that that also helps, not feeling so alone in your thoughts 
because you can kind of see it in someone else and you recognise that they are feeling 
the same as you, you don’t feel so alone or like such a freak, and it just makes it seem 
like there is a common enemy, like you are not on your own fighting it adn your 
problem because other people are facing that same problem, so yeah, just joining 
forces really, it was really helpful.
Researcher: Is there anything more that you would like to say about choosing 
recovery?
Participant: Um yeah just, I think that in a nutshell it was about realising that the way I 
was going I was just never going to be happy um, so the only way was to choose 
recovery so almost like not having a choice and um, and yeah, um, not having a 
choice, just having reached rock bottom and just not having anything so just wanting 
to try something new.
Researcher: Thank you.
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Year 3: Research Report
* Successful recovery’: Characterising and evaluating the role of life events in 
maintained recovery from eating disorders.
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Abstract
This quantitative study aimed to identify, characterise and evaluate life events in 
maintained recovery from eating disorders. Participants were recruited via eating 
disorder support websites and completed an online questionnaire. Data was analysed 
using descriptive statistics, content analysis and within-subject t-tests. Results 
revealed that many participants described a life event that led to recovery and another 
event that did not. Participants characterised recovery events as mainly negative, 
uncontrollable, unpredictable, salient and overload, and provided them with more 
choice, no choice, hope and effort to recover, reduced the functions of their eating 
disorder, caused them to feel positive and negative emotions and to find benefit. 
Results also revealed that the types of recovery and non-recovery events were 
comparable, but participants characterised recovery events as more negative, salient 
and overload, and as providing them with more choice, no choice, hope and effort to 
recover, reduced the functions of their eating disorder, enabled them to feel positive 
affect and find benefit. The results provide larger-scale quantitative support for 
existing research and offers suggestions for therapeutic intervention.
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Introduction
Eating disorders affect over 1.1 million people in the U.K. (B-eat, 2012), with 
research indicating that approximately 46% of people who experience an eating 
disorder recover (Steinhausen, 2002), around one third experience their eating 
disorder for long and enduring periods (Hoek, 2003) and between 16-20% die from 
complications associated with symptoms and suicide (Lowe et al, 2001). Despite 
developments in research and therapeutic intervention, recent research reports that 
recovery rates have not improved (Steiner & Lock, 1998; Jenkins & Ogden, 2011). 
Furthermore, recovery from eating disorders is often characterised by ambivalence, 
with individuals’ frequently demonstrating low motivation to change and a lack of 
engagement in recovery (Nordbo et al, 2006). Therefore, ‘successful recovery’ from 
eating disorders is of great interest to mental health professionals including 
counselling psychologists.
In recent years, the concept of recovery has evolved from the definition employed by 
the medical model of the ‘total remission from all symptoms’ to a more holistic and 
phenomenological understanding, which allows individuals to define what recovery 
means for them and encompasses individuals continuing to show symptoms, yet 
coping and moving forward with their lives (Jensen & Wadkins, 2007). An 
explanation for this shift has been the involvement of individuals who have lived with 
mental health issues including eating disorders, advocating for change in the 
conceptualisation of recovery by healthcare professionals and society in general 
(Jensen & Wadkins, 2007). Saliently, the rise in research that has given a voice to 
those who have by their own definition recovered, has permitted this involvement and 
advocacy for change and simultaneously, gone some way to challenge the powerful 
influence of the medical model on the ways in which, mental health professionals 
understand and work with those recovering from mental health issues.
Recent qualitative research considering ‘successful recovery’ from eating disorders 
(Garrett, 1997; D’Abundo & Chally, 2004; Weaver, Wuest & Ciliska, 2005; Wake, 
Ogden & Milton, 2011) has indicated that maintained recovery can be consciously or 
unconsciously triggered after an individual encounters a significant life experience. 
Many of the individuals interviewed in these studies similarly conceptualised such life
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experiences as ‘specific events’ or ‘moments’ with which they attached significant 
personal meaning; enabling a process of illumination that allowed them to view the 
negative impact of their eating disorder on their past, present and future lives (Wake, 
Ogden & Milton, 2011). The specific nature of these meaningful events varied 
between participants and they were identified as being related to and or unrelated to 
their eating disorder. These seemingly powerful and in some cases, life changing 
events, have most frequently been conceptualised in the literature as "rock bottom ’ 
and ’ turning points ’ (Wake, Ogden & Milton, 2011 ; D’Abundo & Chally, 2004; 
Patching & Lawler, 2009), with authors broadly categorising them into social, 
existential and health related domains. For example, the women interviewed by 
D’Abundo & Chally (2004) described encountering an event that involved being 
embarrassed about their eating behaviour, fertility problems, passing out and realising 
that they had no social life as catalysts for recovery. Weaver, Wuest and Ciliska 
(2005) reported that the women in their study described seizures, job losses, 
miscarriages, academic failures and parental responses as events, which they 
interpreted as signifying that they had reached rock bottom and subsequently, initiated 
their recovery process.
Interestingly, ‘success stories’ into maintained recovery in other areas of mental 
health, such as ‘alcohol misuse’ (Finfgeld, 1999), ‘drug misuse’ (Kearney & 
O’Sullivan, 2003) and ‘serious and persistent mental illnesses’ (Jensen & Wadkins, 
2007) have also indicated that long-term recovery can be triggered by a salient life 
event. The participants in Finfgeld (1999) study reported experiencing an 
embarrassing social situation, car accident, health or family related problems as 
triggers to abstain from drinking. Similarly, research into weight loss maintenance 
(Ogden & Hills, 2008) and smoking cessation (Larabie, 2005) indicated that sustained 
behaviour change for some people can also be precipitated by a meaningful event for 
example, a relationship breakdown, an illness or change in job (Ogden & Hills, 2008; 
Epiphaniou & Ogden, 2010b).
The findings from these qualitative studies (Finfgeld, 1999; Kearney & O’Sullivan, 
2003; Ogden & Hills, 2008; Larabie, 2005) indicate that it is not the events per se that 
results in maintained recovery or sustained behaviour change but the ways in which, 
the individual attaches meaning or appraises the event. Some authors have described
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that such events result in maintained recovery if there is a realisation that their 
unhealthy behaviours jeopardise priorities such as, the essence of whom and what the 
individual wants to be (Finfgeld, 1999). Whereas others report that after experiencing 
a meaningful event, initial behaviour change is often transformed into longer-term 
behaviour change if the choice over the old behaviours are reduced, the function of the 
previous behaviours are disrupted and if there is a shift in cognition towards a 
behavioural model of the problem (Ogden & Hills, 2008). Importantly, qualitative 
research considering recovery from eating disorders indicates that once initial 
recovery has been triggered by a salient event or experience, perceived choice and no 
choice, hope, control, self-acceptance, personal relationships, benefit finding and 
active engagement are important mechanisms in the maintenance of recovery 
(D’Abundo & Chally, 2004; Weaver, Wuest & Ciliska, 2005; Patching & Lawler, 
2009; Wake, Ogden & Milton, 2011).
These components of life events and subsequent maintaining factors have also been 
empirically tested using quantitative methodology, with the aim of exploring the 
differences between events that lead to sustained changes in behaviour or recovery 
and events that do not (Ogden, Stavrinaki & Stubbs, 2008; Epiphaniou & Ogden, 
2010a). Findings from these quantitative studies indicate a role for many of the 
constructs identified by the qualitative research above, such as, choice, functionality, 
controllability, predictability, positivity and benefit finding (Ogden, Stavrinaki & 
Stubbs, 2008; Epiphaniou & Ogden, 2010a). Thus, suggesting shared themes 
regarding the ways in which individuals’ perceive and experience salient events as 
initiating sustained change or recovery, as well as, commonalities amongst speeific 
constructs that enable individuals to translate initial change into longer-term reeovery, 
regardless of the methodology implemented.
Recent qualitative researeh eonsidering maintained recovery and sustained behaviour 
change has therefore provided a new and insightful theoretical model from whieh 
mental health professionals can understand ‘successful recovery’, and indicates that 
recovery can be triggered by a key life event and sustained by a number of 
maintaining factors. Further, quantitative research has operationalised some of these 
key constructs and evaluated differences between events that do or do not result in 
sustained behaviour change or recovery. To date however, this model implementing
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quantitative methodology has only been used to examine sustained changes with 
regard to obesity, weight loss and weight gain. It has not been used to explore 
maintained recovery from eating disorders. Sueh an approach would enable 
generalised conclusions to be drawn concerning specific mechanisms of recovery 
from eating disorders, whieh transcend the boundaries of eating disorder diagnoses. In 
line with this, the current study aimed to identify the types of life events that initiate 
recovery and non-recovery from eating disorders. The study also aimed to explore the 
maintaining mechanisms that are involved in translating a life event into longer-term 
change, with a focus on those constructs identified by previous qualitative and 
quantitative research including, a sense of choice, functions of the eating disorder, 
hope, cognitive effort, benefit finding and the emotional impact of the event. 
Speeifically, the aims are as follows:
• To identify life event(s) that initiate maintained recovery and non-recovery.
• To characterise life event(s) that initiate maintained recovery.
• To assess the factors that differentiate between life event(s) initiating 
maintained recovery and life event(s) that do not initiate maintained recovery.
•  To assess differences in maintaining factors between those events, which do 
or do not precipitate reeovery with a focus on choice, functions of the eating 
disorder, hope, cognitive effort, benefit finding and the emotional impact of 
the events.
Method
Participants
The participants were all over the age of 18 and defined themselves as ‘recovered’, ‘in 
recovery’ or ‘always recovering’ from an eating disorder. Participants were not 
required to have a formal diagnosis or to have received formal treatment for their 
eating disorder, but they were required to define themselves as being in ‘long-term 
recovery’ from their eating disorder. Participants in this study identified themselves as 
having experieneed anorexia nervosa, bulimia nervosa, an eating disorder not 
otherwise speeified (EDNOS) and body-image disorder. From the 65 people who gave 
their consent to participate in the study, 46 identified that they had experienced an
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event in their life, whieh they perceived to have initiated maintained recovery and they 
completed condition 1. 42 participants identified that they had also experienced a 
similar event that did not initiate recovery and they completed both eonditions.
Design
The study implemented a quantitative within-subjeet design with participants asked to 
describe and rate one event or combination of events that resulted in maintained 
recovery, and one event or combination of events that did not result in reeovery.
Procedure
The study was approved by the University of Surrey ethics committee and an online 
version of the questionnaire was developed. A pilot study to determine the 
acceptability of the questionnaire was conducted. A sample questionnaire was posted 
on ‘Hope’ and ‘F-E-A-S-T’ eating disorder support websites asking people to 
complete the questionnaire and provide feedback with regard to the questionnaire’s 
length, structure, use of language, questions asked, ease of understanding and any 
other comments. Feedback from the pilot study was discussed between researchers 
and appropriate changes were made. An online advert, information sheet, consent 
form, amended questionnaire and de-briefing sheets were posted on ‘B-eat’, ‘Hope’ 
and ‘F-E-A-S-T’ eating disorder support websites. Participants’ consent to take part in 
the study led them to complete the online questionnaire.
Use o f language
I experienced a number of tensions when creating the questionnaire with regard to my 
use of language. As a trainee-counselling psychologist, I felt a eertain level of 
discomfort with using medically loaded language such as ‘recovery’, ‘diagnosis’, 
‘treatment’ and ‘eating disorders’ in my questionnaire. However, as the medical 
model has dominated and eontinues to permeate mental health discourses, many 
people who have experieneed eating disorders have been exposed to the medicalised 
terms o f ‘diagnosis’ and ‘treatment’ without been given the opportunity to understand 
their difficulties from a different perspective. Thus, in my pilot study, I speeifically 
asked individuals to comment on the use of language and what terminologies they 
found easier to understand. Almost all the participants stated that the word ‘treatment’
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was easier for them to understand when compared with ‘therapeutic intervention’. 
Further, participants also found it easier to describe their eating disorder using 
diagnostic terms, as these were the only words that they had encountered with regard 
to their eating related difficulties. Based on this feedbaek, I chose to incorporate the 
use of more mediealised language into my questionnaire for the purpose of ease, 
clarity and shared understanding amongst my target population.
Measures
The questionnaire consisted of the following sections and the order of the recovery 
and non-recovery events were counterbalanced between individuals to account for 
practice effeets:
Demographics and clinical factors
Participants were asked to report their age, gender, country of residence, edueation 
level, marital status, employment status and ethnicity. They were asked to define their 
eating disorder; whether they had received a formal diagnosis and if so, when they 
were diagnosed; whether they received treatment and if so, what type of treatment 
they reeeived and how long they received treatment for. Lastly, participants were 
asked whether they defined themselves as ‘recovered’, ‘in recovery’ or ‘always 
recovering’ from an eating disorder.
Condition 1 :
Information about recovery
Participants were asked to describe qualitatively what was happening in their lives 
when they first started to recover to enable them to foeus on that time. They were then 
asked to indicate if they had eneountered a life event or eombination of events in their 
lives, which they perceived to have initiated their reeovery and if so, to describe these 
qualitatively. Participants were asked to rate the event(s) in terms of the following 
factors: nature of event; choice and no choice; functionality; hope; cognitive effort; 
mood; and benefit finding. These construets refleeted those identified in previous 
qualitative studies (D’Abundo & Chally, 2004;Weaver, Wuest & Ciliska, 2005; Wake, 
Ogden & Milton, 2012; Jensen & Wadkins, 2007; Epiphaniou & Ogden, 2010b;
Ogden & Hills, 2008) and used the scales operationalising these eonstructs
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documented by existing quantitative studies (Ogden, Stavrinaki & Stubbs, 2008; 
Epiphaniou & Ogden, 2010a). The study used the Likert 5 point rating scale, which , 
ranges from ‘not at all’ (1) to ‘totally’ (5). Reliability was assessed using Cronbach’s 
alpha, where all a scores for each item were greater than 0.6.
Nature o f  the event(s)
Partieipants were asked to rate the perceived nature of their event(s) for the following 
constructs, which were obtained from previous literature on life events, stress and how 
they relate to behaviour change (Miller 2004; Ogden, Stravrinaki and Stubbs, 2009). 
Positive (three items: positive, happy, exciting); Negative (three items: sad, miserable, 
negative) ; Predietable (three items: expected, predicted, planned for); Controllable 
(three items: controlled by you, managed by you, decided by you); Salient (three 
items: had a big impact on you, important, central to your life); Overload (at a time 
when life was easy, at a time when you were already under stress, the final straw).
Choice and no choice
Partieipants rated whether the event(s) influenced their choice to recover, whieh was 
based on findings from previous qualitative research on recovery from eating 
disorders and sustaining factors following a life event (Patching & Lawler, 2009; 
Wake, Ogden & Milton, 2011; Ogden & Hills, 2008). Choice to recover (three items: 
it was time to make the choice to recover, the time had eome to ehose to get better, 1 
had to chose for myself to get better). No choice but to reeover (three items: no other 
ehoice but to get better, living with my eating disorder was no longer an option, the 
only way that 1 could get what 1 wanted from life was to try recovery).
Functionality
Participants were asked to rate how functional the symptoms associated with their 
eating disorder were for them after experieneing their salient life event(s). Functional 
(three items: the costs of living with my eating disorder outweighed the benefits, 
living with my eating disorder was only doing me harm, 1 could no longer see the 
point of living with my eating disorder). The scale was derived from Ogden & Hill’s 
(2008) study on the role of life events on behaviour change.
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Hope
Participants also rated whether experiencing the event(s) gave them hope to recover, 
which was derived from previous researeh on recovery from eating disorders (Garrett, 
1997; D’Abundo &Chally, 2004; Wake, Ogden and Milton, 2012) and severe and 
persistent mental health illnesses (Jensen & Wadkins, 2007). Hope (three items: 
ability to see future, ability to view a different future pathway for self, hope that the 
future ean be different).
Cognitive effort
Participants were asked to rate whether experiencing the event(s) influenced the 
cognitive effort they put into their recovery: Cognitive effort (three items: 1 made the 
effort to recover, 1 tried harder to recover, 1 dedicated time to recover). This construct 
was derived from qualitative literature on recovery from eating disorders and severe 
and persistent mental health illnesses (Wake, Ogden & Milton, 2012; Weaver, Wuest 
& Ciliska, 2005; Jensen & Wadkins, 2007).
Mood
Partieipants rated how their life event(s) influenced their mood in accordance with the 
positive and negative affect scale (adapted from PANAS; Watson, Clark & Tellegen, 
1988).
Benefit Finding
Participants were also asked to rate whether they found benefit in experiencing the 
event(s). The benefit scale was originally designed for patients with breast cancer 
(Carver & Antoni, 2004; Tomich & Helgeson, 2004), and consists of five items whieh 
are also relevant to life events.
Condition 2:
Information about non-recovery
In the second part of the questionnaire, partieipants were asked to think about another 
time in their life when they encountered another life event or eombination of events 
that did not initiate maintained recovery from their eating disorder, and they were
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asked to describe the event(s) qualitatively. Participants rated the event(s) in terms of 
the factors described above: nature of event; choice and no choice; functionality; 
hope; cognitive effort; mood; and benefit finding.
Data Analysis
The results were analysed in the following ways:
(i) Participant’s demographics and clinical factors were described using descriptive 
statistics.
(ii) Qualitative descriptions of what was happening in the participant’s life prior to 
reeovery and the life event(s) that triggered and did not trigger maintained recovery 
were coded into broad groups and analysed using content analysis.
(iii) To eharacterise recovery events and maintaining factors, descriptive statistics 
were used.
(iv) To assess the differences between maintained recovery and non-recovery in 
terms of the perceived nature of event and maintaining faetors including choice and no 
choice, functionality, hope, cognitive effort, mood and benefit finding, within subject 
t-tests were used.
Results
1. Participants ’ demographics 
Participants’ demographics are shown in table 1.
The sample was all females with a mean age of 29 years. The majority of the sample 
was white and living in the UK with a larger minority living in the USA. The sample 
was mainly single students who had been educated up until undergraduate level.
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Table 1. Participants’ demographics.
n(% ) Mean SD Range
Age (years) 29 9.2 18-62
Gender
Male 0(0)
Female 46 (100)
Ethnicity
White 41 (89.1)
Black 0(0)
Asian 1 (2.2)
Other 4(8.7)
Country
UK 34 (73.9)
USA 8 (17.4)
Australia 1 (2.2)
Brazil 1 (2.2)
Singapore 1 (2.2)
Education
GCSE 6(13)
A-Level 6(13)
Bachelor 19(41.3)
Masters 8 (17.4)
PHD 2(4.5)
Other 5 (10.9)
Occupation
Full time 13 (28.3)
Part time 8(17.4)
Unemployed 2(4.3)
Students 23 (50)
Marital Status
Married 12(26.1)
Divorced/Separated 2(4.3)
Single 31 (67.4)
Widowed 0(0)
Civil Partnership 1 (2.2)
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2. Clinical Factors 
Participants’ clinical factors are shown in table 2.
The results revealed that the majority of the sample had experienced anorexia nervosa 
with the minority having mainly experienced bulimia nervosa and an eating disorder 
not otherwise specified (ED-NOS). Most of the participants had been formally 
diagnosed with their eating disorder and the mean length of time since diagnosis was 
10 years. Almost all the participants had received formal treatment for their eating 
disorder and nearly all of them participated in individual therapy. A large number of 
the sample took medication, attended group therapy and were admitted into inpatient 
and outpatient services. The mean length of time the participants had received formal 
treatment for was 5 years. Most of the sample defined themselves as ‘in recovery’ 
followed by ‘recovered’ and then ‘always recovering’.
Table 2. Participants’ clinical factors.
n(% ) Mean SD Range
Eating disorder 
Anorexia Nervosa 
Bulimia Nervosa 
ED-NOS 
BID
29 (63) 
9(19.6) 
7(15.2) 
1 (2.2)
Formally diagnosed 
Yes 
No
40 (87) 
6(13)
Time since diagnosis (months) 120 106.87 12-540
Treatment received 
Medication 
In-patient 
Outpatient 
1:1 therapy 
Group therapy 
Support groups 
Other
30 (65.2)
28 (60.9) 
30 (65.2) 
40 (87)
29 (63) 
14 (30.4) 
7(15.2)
Length of treatment (months) 60 79.73 0-420
Description of recovery 
Recovered 
In recovery 
Always recovering
16 (34.8) 
19(41.3) 
11 (23.9)
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3. Recovery and non-recovery events
The events identified by participants as initiating maintained recovery and the events 
that did not were coded and counted. The recovery events and non-recovery events are 
displayed in table 3.
The results revealed that the most common events resulting in maintained recovery 
were starting a positive relationship, clinical and/or therapeutic intervention and 
engaging in more extreme behaviours, whereas the most common events that did not 
result in maintained recovery were being in a negative relationship, loss of someone 
close and clinical and/or therapeutic intervention. Many of the events resulted in both 
recovery and non-recovery including starting and ending a relationship, 
clinical/therapeutic intervention, engaging in more extreme behaviours, medical 
complications and the loss of someone close. By categorising the events more broadly, 
participants identified that job related issues were comparable between recovery and 
non-recovery events.
Table 3. Events relating to recovery and non-recovery in rank order.
Recovery event n(% ) Non-recovery event n(% )
Starting a positive 11 (23.91) Being in a negative 11 (26.19)
relationship relationship
Clinical/therapeutic 7(15.22) Loss of someone close 9(21.43)
intervention Clinical/therapeutic 5(11.90)
Engaging in more extreme 6(13.0) intervention
behaviours Medical complications 5(11.90)
Realising impact on 5 (10.87) Engaging in more extreme 4 (9.50)
significant others behaviours
Ending a negative 5 (10.87) Leaving/returning home 4 (9.50)
relationship Job promotion/stuck in job 2 (4.76)
Medical complications 5 (10.87) Starting a relationship 1 (2.38)
Moving to/leaving higher 3 (6.52) Ending a relationship 1 (2.38)
education
Loss of someone close 2 (4.35)
New job 2 (4.35)
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4. Characteristics o f  recovery events
The results of the events that initiated maintained recovery were then analysed to 
identify the constructs relating to the perceived nature of event and the factors 
involved in the maintenance of recovery. Participants who completed condition 1 and 
identified an event that initiated recovery were included in this analysis (n=46), and 
table 4 displays the characteristics of recovery events.
The results showed that the perceived nature of the recovery events experienced by 
participants’ were mostly not positive, negative, uncontrollable, salient, unpredictable 
and overload or the final straw. In terms of the maintaining factors, the results 
revealed that recovery events allowed most of the participants to feel that they had 
both more choice and no choice but to recover, reduced the functions of their eating 
disorder and gave most of the participants hope. In addition, the majority of 
participants were able to put effort into recovery, allowed them to experience both 
positive and negative emotions and reported being able to find benefit as a 
consequence of the event.
Table 4. Characteristics of the perceived nature of event and maintaining factors.
Constructs No
n(% )
Somewhat
n(% )
Yes
n(% )
Perceived nature of event 
Positive 33 (71.7) 6(13) 7(15.2)
Negative 13 (28.3) 7(15.2) 26 (56.5)
Controllable 26 (56.5) 5 (10.9) 15 (32.6)
Salient 2(4.3) 6(13) 38 (82.6)
Predictable 23 (50) 13 (28.3) 10(21.7)
Overload 4(8.7) 7(15.2) 35 (76.1)
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Constructs No
n(% )
Somewhat
n(% )
Yes
n(% )
Maintaining factors
Choice
Choice 6(13) 7(15.2) 33 (71.7)
No choice 5(10.9) 10(21.7) 31 (67.4)
Functionality 8 (17.4) 6(13) 32 (69.6)
Hope 5 (10.9) 16(21.7) 31 (67.4)
Cognitive effort 5(10.9) 4(8.7) 37 (80.4)
Mood
Positive affect 12 (26.1) 14 (30.4) 20 (43.5)
Negative affect 8 (17.4) 11 (23.9) 27 (58.7)
Benefit Finding 8 (17.4) 11 (23.9) 27 (58.7)
5. Differences between recovery and non-recovery events.
The results were further analysed to explore the differences in the perceived nature of 
the event and maintaining factors between events that led to maintained recovery and 
events that did not. Only those participants who described both recovery and non­
recovery events were included in this within subject analysis (n=42). The results 
revealing the differences between recovery and non-recovery events are displayed in 
table 5.
In terms of the characteristics of the events, the results revealed that participants 
perceived recovery events as more negative, more salient and more overload when 
compared with non-recovery events. There were no significant differences found for 
positivity, controllability and predictability between events. However, the effect sizes 
relating to these findings were small. Regarding maintaining factors, participants’ 
described recovery events as enabling them to feel both more choice and no choice to 
recover, caused more of a reduction in the functions of their eating disorder, allowed 
participants to gain more hope, enabled them to put more effort into recovery, feel 
more positive emotions and experience more benefit finding when compared with 
non-recovery events. No significant differences were found for experiencing negative 
emotions between the events. With regard to effect sizes, the women indicated that
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both choice and no choice, hope, functionality and cognitive effort were the most 
important maintaining factors in recovery from their eating disorder followed by 
benefit finding and positive affect.
Table 5. Differences in the perceived nature of event and maintaining factors for 
recovery and non-recovery events.
Constructs Recovery 
event 
(n = 46)
Non­
recovery 
event 
(n = 42)
T P Effect size
Perceived nature of
event: Mean = 2.1 Mean =1.8 1.454 .15 0.049 (small)
Positive SD = 1.2 SD=1.1
Mean = 3.4 Mean = 1.32 -0.765 .0449 0.014 (small)
Negative SD = 3.6 SD = 1.3
Mean = 2.5 Mean = 2.1 1.566 .125 0.1 (small)
Controllable SD =1.4 SD = 1.2
Mean = 4.2 Mean = 3.8 2.517 .016 0.1 (small)
Salient SD = 0.78 SD = 0.96
Mean = 2.4 Mean = 2.3 0.35 .728 0.003 (small)
Predictable SD = 1.0 SD =1.2
Mean = 4.1 Mean = 3.5 2.520 .016 0.1 (small)
Overload SD = 0.95 SD = 0.92
Maintaining Factors:
Choice Mean = 3.94 Mean = 1.5 11.122 .0001 0.7 (large)
Choice SD =1.2 SD = 0.87
Mean = 3.9 Mean = 1.5 11.103 .0001 0.7 (large)
No choice SD = 1.1 SD = 0.87
Functionality Mean = 3.9 Mean =1.6 10.861 .0001 0.7 (large)
SD = 1.13 SD = 0.85
Hope Mean = 3.8 Mean =1.9 8.45 .0001 0.6 (large)
SD = 1.13 SD = 0.9
Cognitive Effort Mean = 4.2 Mean = 1.6 11.448 .0001 0.7 (large)
SD 1.08 SD = .097
Mood
Positive affect Mean = 3.13 Mean = 1.9 5.554 .0001 0.4
SD=1.1 SD = 0.95 (medium)
Negative affect Mean = 3.6 Mean = 3.4 0.094 .353
SD=1.13 SD = 1.23 0.1 (small)
Benefit Finding Mean = 3.5 Mean = 1.98 7.278 .0001 0.5 (large)
SD = 1.01 SD = 0.8
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Discussion
Existing qualitative and quantitative research concerning successful recovery from 
eating disorders and other mental health issues, weight loss maintenance and smoking 
cessation have identified that maintained recovery or sustained behaviour change can 
be triggered after experiencing a salient life event (D’Abundo & Chally, 2004;
Weaver, Wuest & Ciliska, 2005; Wake, Ogden & Milton, 2012; Finfgeld, 1990; 
Kearney & O’Sullivan, 2003; Jensen & Wadkins, 2007; Ogden & Hills,2008; Larabie, 
2005; Ogden, Stavrinaki & Stubbs, 2008; Epiphaniou & Ogden, 2010a, 2010b). The 
present study aimed to identify and characterise life events that initiate maintained 
recovery from eating disorders and to evaluate the extent to which, the perceived 
nature of the event and a number of maintaining factors differentiate between events 
that lead to maintained recovery and events that do not.
Summary o f results
The results indicate that the majority of people were able to identify a life event that 
initiated recovery and a lesser majority, were able to describe another event that did 
not initiate recovery from their eating disorder. Thus, indicating that life events can 
trigger maintained recovery but also, result in non-recovery. The findings from this 
study revealed that the quality of significant relationships, clinical and/or therapeutic 
intervention, loss of someone close and engaging in more extreme behaviours were 
the most common events that led to and did not lead to maintained recovery. These 
results indicate that the events resulting in maintained recovery and non-recovery 
were comparable suggesting that it is not the event per se that leads to recovery but the 
ways in which, the event is appraised by the individual. In other words, the same event 
can lead to both recovery and non-recovery for the same person at different times in 
their lives but also, the same event can trigger one person’s recovery while hindering 
another’s.
In terms of characterising the perceived nature of the event, results reveal that most of 
the participants’ interpreted their recovery event as negative, uncontrollable, 
unpredictable, salient and overload or the final straw. Regarding maintaining factors, 
most of the women described the event as allowing them to feel both more choice and 
a sense of no choice to recover, reduced the functions of their eating disorder.
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provided hope, resulted in them putting more effort into recovery, caused them to 
experience both positive and negative emotions and to find benefit from the event. 
Further, by comparing the constructs relating to the perceived nature of event and 
maintaining factors between recovery and non-recovery events, results reveal that 
participants perceived recovery events as more negative, more salient and more 
overload when compared with non-recovery events. There were no differences found 
for positivity, controllability and predictability between events. In terms of 
maintaining factors, the results show that the events, which initiated maintained 
recovery were experienced as providing both more choice and no choice to recover, 
reduced the functions of participants’ eating disorders, provided more hope, 
encouraged them to put more effort into recovery, experience more positive emotions 
and find benefit from the event compared to non-recovery events. No differences were 
found for experiencing negative emotions between events. Furthermore, the results 
indicated that the women described choice and no choice, functionality, hope and 
cognitive effort as the most important maintaining factors involved in long-term 
recovery from their eating disorders.
Links to previous literature
The findings from the present study relate to previous research into recovery from 
eating disorders and other mental health and health related domains. The results from 
this study indicate that many participants perceived to have experienced an event in 
their lives that initiated recovery. Therefore supporting previous research which has 
highlighted the role o f ‘specific events’ or ‘moments’ that have consciously or 
unconsciously initiated long-term recovery from eating disorders (Garrett, 1997; 
D’Abundo & Chally, 2004; Weaver, Wuest & Ciliska, 2005; Wake, Ogden & Milton, 
2011). The types of events described in this study as initiating maintained recovery 
include, starting a positive relationship, engaging in more extreme behaviours, 
realising the impact of their eating disorder on others, medical complications, changes 
in education and starting a new job. These findings provide larger scale support for 
events that have been documented by previous qualitative research (D’Abundo & 
Chally, 2004; Weaver, Wuest & Ciliska, 2005; Wake, Ogden & Milton, 2012).
Starting a new, positive relationship was highlighted as being the most frequently 
occurring event that triggered maintained recovery in the present study; supporting the
174
findings from Espindola and Blay’s (2009) meta-synthesis study, which concluded 
that numerous qualitative studies have similarly reported that satisfactory affective 
relationships are one of the most significant factors favouring recovery from eating 
disorders. In addition, the women in the present study described that clinical and/or 
therapeutic interventions were the second most common types of events that triggered 
recovery, which further supports Espindola and Blay (2009) findings that extra­
professional help was consistently considered of great importance in recovery from 
those who themselves have recovered.
With regard to the characteristics of the perceived nature of recovery events described 
by the women in the present study, the results reveal that many of the events were 
mostly negative, uncontrollable, salient, unpredictable and overload or the final straw. 
Relating this finding to previous qualitative research, which emphasises the 
importance of reaching rock bottom as a trigger for change (Weaver, Wuest & Ciliska, 
2005; Wake, Ogden & Milton, 2011), the results imply that events perceived as 
negative, uncontrollable, salient, unpredictable and the final straw may go some way 
to characterise ‘rock bottom’. Although the results support previous qualitative 
research concerning the importance of reaching rock bottom as triggers for some 
individual’s recovery, the women in the present study described that experiencing an 
event characterised by negativity, uncontrollability, salience, unpredictability and 
overload were not essential to initiate recovery. Therefore, also lending support to 
existing qualitative inquiry that have conceptualised such events as more positive 
‘turning points’ (Garrett, 1997; D’Abundo & Chally, 2004; Patching & Lawler, 2009).
In addition, these results provide quantitative support for the specific factors involved 
in long-term recovery documented by previous qualitative research on recovery from 
eating disorders (D’Adundo & Chally, 2004; Weaver, Wuest and Ciliska, 2005;
Wake, Ogden & Milton, 2011), alcohol misuse (Finfgeld, 1999) and sustained 
behaviour change from smoking and obesity (Ogden, Stavrinaki & Stubbs, 2008; 
Epiphaniou & Ogden, 2010a; 2010b). Specifically, the identification of the 
importance of the event increasing the individuals choice and no choice, hope, 
cognitive effort, benefit finding and a reduction in the positive functions of the eating 
disorder have consistently been found as key mechanisms in maintained recovery and
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sustained behaviour change in both the quantitative and qualitative studies mentioned 
above.
The results from the current study revealed that recovery and non-recovery events 
were comparable with regard to the types of events, with relationship issues being 
identified as the most commonly occurring events that not only initiated, but also 
hindered, participants’ recovery from eating disorders. The comparable nature of both 
recovery and non-recovery events and the implication that it is not the experience of 
the event itself that triggers recovery, but rather, the subjective meanings that the 
individual attaches to the event is supported by previous qualitative and quantitative 
inquiry into weight loss maintenance (Ogden, Stavrinaki & Stubbs, 2008; Epiphaniou 
& Ogden, 2010a; 2010b). In addition, the finding that participants in the present study 
perceived the event that initiated recovery as more negative, more salient and more 
overload compared to non-recovery events furthers existing knowledge into successful 
recovery from eating disorders. However, the effect size for these constructs were 
small and therefore, suggests that although they are significant, they do not account 
for a large amount of the perceived difference between recovery and non-recovery 
events. Furthermore, these small effect sizes appear to support the notion that it is not 
the event itself that leads to recovery but rather, how the individual experiences and 
creates meaning from the event that is important. The women in the present study 
identified that the main perceived differences between the consequences of 
experiencing recovery and non-recovery events were that recovery events allowed 
them to feel a sense of more choice and no choice, hope, reduction in the function of 
their eating disorder, more cognitive effort and to a lesser extent more benefit finding 
and positive affect. The identification of these specific maintaining factors provides 
larger scale quantitative support for the key mechanisms that promote successful 
recovery from eating disorders, which have been consistently documented by previous 
qualitative research (D’ Abundo & Chally, 2004; Weaver, Wuest & Ciliska, 2005; 
Wake, Ogden & Milton, 2012).
Implications for theory and practice
The results from the present study provide implications for both theory development 
and therapeutic practice. The findings indicate that for some women living with eating
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disorders, recovery can be triggered after experiencing an event of which, significant 
meaning is attached. Due to the ambivalent nature of recovery from eating disorders, 
this finding has important implications in the sense that it suggests that if an event 
occurs in an individual’s life, mental health professionals may be able to use the event 
by ‘turning’ it into a ‘recovery event’ in order to help reduce the individual’s 
ambivalence and facilitate initialising recovery. In this sense, as the results imply that 
it is not the event itself, but the individuals’ perceptions of the event that seem 
significant in recovery, therapeutic interventions which provide individuals with an 
alternative perspective from which, they perceive an event and the consequences of 
the event on their lives, may provide a helpful theoretical model to help reduce 
ambivalence. In terms of practice, it would seem possible to suggest that therapeutic 
approaches, which aim to seek out and elicit individual’s subjective meanings of their 
experiences, for example, those adopting an existential-phenomenological and/or a 
Socratic stance typically used in cognitive-behaviour therapies, may compliment this 
theoretic model to facilitate initiating recovery from eating disorders. In addition, 
therapeutic approaches which emphasise the individual to acknowledge and stay with 
their difficulties and the impact of their behaviours on their current and future lives, 
may prove beneficial in light of the current study’s findings.
In terms of translating initial recovery into maintained recovery, therapeutic 
interventions that enable the individual to perceive the consequences of the event on 
their lives as allowing them to feel a sense of more choice, no choice, hope and 
cognitive effort to recover, reduce the functionality of their eating disorder and find 
benefit from the event, may further enhance recovery. More specifically, interventions 
aimed at empowering the individual, providing them with more choice and a sense of 
no choice, hope, motivation for change, facilitating a holistic understanding of the 
consequences of their eating disorder and which, support their spiritual development 
(involved in benefit finding) seem important aspects for mental health professionals to 
integrate into their theoretical understandings and clinical work.
Interestingly, the results reveal that relationship issues and clinical/therapeutic 
intervention were common events for both initiating and hindering maintained 
recovery. It is therefore possible to suggest that therapy, which prides the formation 
and development of a strong therapeutic relationship, may be valuable in the process
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of recovery from an eating disorder. Furthermore, interventions that provide 
individuals with the opportunity to develop a number of positive and supportive 
relationships with others, such as, group therapy, support groups and in multi­
disciplinary teams may further help those to recover. Additionally, due to the finding 
that clinical/therapeutic intervention can often lead to both recovery and non-recovery 
depending on the individual and their subjective perceptions, this implies that clinical 
intervention should be flexible, integrative and consider the unique wants and needs of 
the individual rather than set, rigid interventions designed for eating disorders per se.
Implications for counselling psychology
The results of the current study also provide implications for counselling psychology. 
The finding that the quality of a significant relationship was the most common event 
that both initiated and hindered recovery resonates closely with the importance that 
counselling psychologists place upon the therapeutic relationship. With regard to the 
recovery event, 23% of the women described that starting a positive relationship 
triggered their recovery process, which implies that the quality of the therapeutic 
relationship has the potential to be a significant factor in facilitating those recovering 
from an eating disorder. In a similar sense, being in a negative relationship was 
described by 26% of women as the event that prevented them from recovering thus, 
further supporting and indicating the pivotal importance of the quality of any 
relationship including the therapeutic relationship when working with those living 
with an eating disorder.
In addition, the results indicate the importance of the individual living with eating 
disorders subjective interpretations of their experiences in maintained recovery, which 
also resonates with the phenomenological epistemology that underpins counselling 
psychology. Importantly, the finding of the importance of enabling a reduction in the 
beneficial functions of the individuals’ eating disorder supports many counselling 
psychologists stance of facilitating a more holistic understanding of their difficulties 
and alternative focus on the functions of their symptoms on their lives and their 
futures, rather than on symptom reduction.
Lastly, the finding that events related to therapeutic and/or clinical intervention can 
lead to recovery and non-recovery for many of the participants in the current study has
178
implications for counselling psychology and the emphasis they place on pluralistic 
psychotherapeutic approach to human distress, rather than a focus on diagnosis. In this 
sense, the results imply that perhaps, the most beneficial therapeutic approaches and 
interventions for those recovering from eating disorders are those, which focus a 
holistic lens on the individual, their unique experiences and functions of their eating 
disorder in their lives, rather than treating them in accordance with their diagnosis. 
These findings therefore, suggest that counselling psychologists can understand and 
work with those living with an eating disorder in ways that are synonymous with their 
values.
Conclusions
Summary o f key findings
The aims of the present study were to identify, characterise and evaluate the role of 
life events on maintained recovery from eating disorders. The results indicated that 
many participants experienced a life event as triggering their recovery with the most 
common recovery events described as starting a positive relationship, 
clinical/therapeutic intervention and engaging in more extreme behaviours. 
Specifically, participants described recovery events as mainly negative, 
uncontrollable, salient, unpredictable and over load in nature and as enabling them to 
feel both more choice and no choice to recover, hope, positive and negative emotions, 
put effort into recovery, reduce the functions of their eating disorder and find benefit 
from experiencing the event. Due to the similarity of the types of recovery and non­
recovery events described by the women, the results imply that it is not the experience 
of the event per se that initiates recovery but the ways in which, the individual 
attaches meaning to the event. In particular, the women described perceiving recovery 
events as more negative, more salient and the final straw compared to non-recovery 
events. They also described recovery events as allowing them to feel more choice, no 
choice and hope to recover, enabled them to put more effort into recovery, reduced the 
functions of their eating disorder, caused them to experience more positive emotions 
and find more benefit when compared to non-recovery events. Furthermore, the 
results revealed that choice and no choice, hope, functionality, cognitive effort and to
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a lesser extent positive affect and benefit finding were perceived by participants as 
key mechanisms in facilitating long-term recovery.
These findings provide larger scale quantitative support for the significant role of life 
events and the ways in which, they are perceived as triggering maintained recovery 
from eating disorders that have been documented by previous qualitative studies. 
Although most individuals experience recovery from an eating disorder as a long, 
tough and complex process involving numerous and varying mechanisms for each 
individual, the results from the current study provides quantitative support for the 
identification of positive relationships and clinical/therapeutic intervention, choice, no 
choice, hope, functionality, mood and benefit finding as factors favouring recovery.
Methodological limitations
There are however some problems with this study. Firstly, the participants were all 
female, mainly white and living in western countries therefore, limiting the 
generalisability of the results to other populations. The findings may also not be 
representative of those who have successfully recovered and no longer use eating 
disorder support websites. Secondly, the study relied on retrospective data and 
involved asking individuals to describe how events in their past influenced their 
recovery and non-recovery. Thus, the data is open to recall bias. Thirdly, because the 
study asked participants to describe and rate an event that initiated their recovery, 
participants who may not have previously conceptualised their recovery in these terms 
may have picked a single event that occurred around the time that they started to 
recover rather than an event which, they perceived to have triggered their recovery. 
Further, because of the structure of the questionnaire, participants may have only 
chosen one main event amongst a number of other events that contributed to initiating 
their recovery thus, influencing the reliability and validity of the data.
Therapeutic implications
Despite the limitations of the present study however, the findings provide some 
quantitative support for the important role of life events and a number of maintaining 
factors involved in long-term recovery from eating disorders, which have implications 
for therapeutic intervention. The results suggest that mental health professionals may
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be able to use naturally occurring life events and ‘turn’ them into ‘recovery events’ by 
changing the way that individual’s perceive these events and the consequences they 
have in their lives. Although it is likely that many other factors contribute and vary in 
terms of the extent between individuals recovering from eating disorders than were 
assessed in the present study, the results considering the factors favouring maintained 
recovery appear convincing. In particular, therapeutic interventions, which allow the 
individual to feel both choice and no choice to recover, provide them with hope that 
they can recover and which, enable the individual to view the functions and 
consequences of their eating disorder more holistically in their lives by using a life 
event as a vehicle to promote change, may enhance long-term recovery. The results 
also highlight the fundamental importance of the quality of significant relationships 
including the therapeutic relationship, as a mechanism to enhance recovery as well as 
suggesting that more flexible and integrative interventions, which emphasise the 
wants and needs of the individual, rather than the diagnosis, seem a favourable 
therapeutic stance to facilitate recovery.
Conclusions and suggestions for further research
To conclude, the findings from the present study provide preliminary quantitative 
support for the important role of life events in triggering maintained recovery from 
eating disorders. The results also support existing qualitative research concerning the 
key mechanisms involved in facilitating maintained recovery from eating disorders, 
and in other mental health and health related domains. Thus, the study and its findings 
have implications for future research. Considering the sample was relatively small and 
included only females from western cultures, a replication of the study with a larger 
and more diverse sample may prove interesting. Additionally, a replication of the 
present study which, aims to assess a greater number of constructs relating to the 
perceived nature of the event and maintaining factors as defined by those who have 
recovered from an eating disorder, may also further these results and provide 
additional suggestions for theory and practice. Lastly, a similar quantitative study 
considering the role of life events and maintaining factors across mental health issues 
may prove insightful as the results may go some way to help characterise recovery 
events and factors facilitating recovery per se, which transcend the boundaries of 
diagnosis. Thus, enabling mental health professionals including counselling
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psychologists to gain a greater understanding of the key processes and mechanisms 
involved in successful recovery from mental health issues.
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Appendix I
Reflections on the use of self
At the age of 17,1 experienced the awful pain, confusion and helplessness of 
witnessing my best friend develop and live with anorexia nervosa, and ever since the 
day that I realised what she was going through, I developed a particular interest in 
eating disorders. Through my experiences of personal therapy and writing my 
reflections over the past two years, I have developed the understanding that in 
response to my guilt for not doing enough to help her because of my own distress 
caused by her loss of weight and loss of herself, I chose to work in an eating disorders 
unit. My work as a care assistant with those struggling to either recover or hold onto 
their eating disorder has not only enabled me to resolve my guilt but also, has 
provided me with the opportunity to work with some of the most incredible people 
that I have ever met. It was for these reasons that I decided to focus my literature 
review and two subsequent research reports on anorexia nervosa and eating disorders.
I understand that my strong passion and desire to help those living with an eating 
disorder to recover led me to want to focus my second and third year research projects 
specifically on recovery from eating disorders, with the hope that the results will elicit 
new knowledge and insights for therapeutic intervention, to enhance recovery. In light 
of the findings from my second year study, I developed a particular interest with the 
notion of hitting rock bottom as a trigger for change. More specifically, I was 
fascinated by the finding that a unique and specific life event, defined individually by 
each of the women in the study, facilitated a realisation that they had hit rock bottom 
and subsequently, enabled them to choose to initiate and then reach maintained 
recovery. Further, because my supervisor shared a similar interest in the role of life 
events on achieving sustained behaviour change in other areas of health, this 
influence, in conjunction with the insights from last year’s research and my own 
interests, led me to focus my present research on the role of life events in successful 
recovery from eating disorders.
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Although a phenomenological epistemology resonates closely with my personal and 
professional values, because my second year study implemented a phenomenological 
qualitative design and due to working with an evidence-based model (CBT) in an 
lAPT placement, my desire for flexibility and to obtain a broad variety of skills, I 
chose to implement a quantitative research design this year. However, I intentionally 
drew upon the findings from qualitative based research to develop many of the 
constructs utilised in my questionnaire because I wanted the questionnaire’s content to 
be based on data elicited from those who have actually recovered from an eating 
disorder, rather than the views and assumptions made by clinicians.
In terms of the results, I believe that because of my training in counselling psychology 
and the values that I have adopted, I paid particular attention to relationship and 
clinical/therapeutic related events. Furthermore, I understand that because of the 
results of my second year study, I interpreted and categorised other recovery events as 
engaging in more extreme behaviours and realising the negative impact of their eating 
disorders on others.
With regard to the discussion and conclusion sections, I understand that my personal 
assumptions, interests and biases coloured my interpretations of the data. Firstly, 
because of my personal experiences of working with eliciting individual’s subjective 
meanings of their experiences during my CBT placement and realising the therapeutic 
value that this stance affords, in conjunction with my interest in phenomenology, my 
clinical suggestions favoured these therapeutic approaches. Saliently, due to my work 
with those who live with an eating disorder, I have formed the impression that by 
conceptualising their eating disorder in terms of its functions, this approach often 
facilitates therapeutic engagement as it enables a shared understanding even when 
ambivalence about recovery is high. In addition, from my experiences of focussing the 
individual on the functions of their eating disorder, many gain a more holistic 
understanding of both the positive and negative consequences of living with their 
eating disorder and therefore, this, in conjunction with last year’s findings, led me to 
interpret the functionality construct in this way.
In addition, due to my training in counselling psychology, my personal experiences of 
the benefits of developing strong relationships with those living with eating disorders
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and from recognising the fundamental importance of the therapeutic relationship as a 
vehicle for change, I developed an argument concerning the importance of the quality 
of significant relationships in recovery. In particular, I understand that I interpreted the 
event of starting a positive relationship as translating to therapy and how by focussing 
on developing a strong therapeutic relationship with those living with eating disorders, 
may play a key role in enhancing recovery. Further, from my experiences of working 
with eating disorders, training as a counselling psychologist and based on the findings 
from my previous research, I suggested that therapeutic interventions, which facilitate 
the formation of positive and supportive relationships with others including clinical 
staff is likely to prove pivotal in promoting successful recovery from eating disorders.
In conclusion, I understand that my personal experiences of witnessing my best friend 
live with and recover from anorexia, my work with eating disorders, previous 
research, clinical experiences and training on a counselling psychology course all 
played a key role with regard to my role in this research project. In particular, I 
believe that all these experiences have coloured my assumptions and interests, which 
in turn, have influenced the entire research process from choosing the topic to the 
conclusions made.
188
Appendix II
A copy of the questionnaire used in the present research study
THE ROLE OF SIGNIFICANT LIFE EVENTS ON MAINTAINED RECOVERY
The following questionnaire examines the role of life events on maintained recovery 
from eating related problems (i.e. anorexia nervosa, bulimia nervosa, binge-eating 
disorder etc). Please answer the following sections as truthfully and accurate as 
possible. There are no right and wrong answers we are only interested in your views. 
Please do not leave any questions blank. The questionnaire is anonymous and all 
information will be treated with the strictest of confidence. Thank you very much for 
your participation.
PART 1 A: This section refers to general information about yourself
Please, answer the following questions 
Age:
Gender: Male □  Female □
Ethnic origin: White □  Black □  Asian □ Other □
Employment status: Full-time □ Part-time □  Unemployed □
Other (please explain) □
Marital status: Married □ Divorced/Separated □ Single □  Widowed □
Civil partnership □
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Education: Secondary school □ High school □ Bachelor □  Master □  PhD □ 
Other □
Part IB: This section refers to your eating disorder
Please answer the following:
1. What is your eating disorder? ____________ _^__
2. Have you ever received a formal diagnosis for your eating disorder? 
Yes □  No □
3. If so, when were you diagnosed?________________
4. Did you receive treatment for your eating disorder?
Yes □ No □
5. If so, please tick what type of treatment you received:
Medication □  Inpatient □  Outpatient □  1:1 Therapy [] Group Therapy □ 
Support group □ Other (please specify)
6. How long ago did you receive treatment?,
7. How long did you receive treatment for?
8. Which of the following best describes you?
Recovered □  In-recovery □  Always recovering □
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2A : This section refers to your recovery
Please now think about when you first started to recover and describe what was 
happening in your life at that time in the box below.
Please now think of an event in your life that initiated/triggered your recovery. 
Examples of events could be a salient experience, death of someone close, starting a 
relationship, a relationship breakup, illness, financial problems, change in 
family/social circumstances, engaging in more severe behaviours etc. If you 
experienced an event in your life that initiated your recovery, tick the 'yes' box. If you 
did not experience an event in your life that triggered your recovery, tick the 'no' box.
No □
Yes □
If you ticked no, you do not need to continue with any more of the questionnaire. 
Thank you for your time and participation.
If you ticked yes, and you have experienced an event in your life that 
triggered/initiated your recovery, please describe the event(s) in the box below:
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Please answer the following in accordance with the below scale where 1 indicates ‘not 
at a ir and 5 indicates ‘totally’. Please circle the number that best describes your 
experience.
Not at all Totally
1 2 3 4 5
The following questions are related to the nature o f the event 
To what extent was the event:
No
Happy 1 2 3 4
Expected I 2 3 4
Controlled by me 1 2 3 4
Sad 1 2 3 4
Positive 1 2 3 4
Dominant 1 2 3 4
Important 1 2 3 4
Predicted 1 2 3 4
Negative 1 2 3 4
Exciting 1 2 3 4
Planned for I 2 3 4
Managed by me 1 2 3 4
Decided by me 1 2 3 4
When I was under stress 1 2 3 4
When my life was easy 1 2 
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3 4
at all Totally
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
Played a central role in my life 1 2 3 4 5
Miserable 1 2 3 4 5
The final straw 1 2 3 4 5
To what extent did this event:
Not at all Totally
Make me decide that it was time to make 1 2 3 4 5
the choice to recover
Make me decide that the time had come
to choose recovery
1 2 3 4 5
Make me realise that I had to choose recovery 1 2 3 4 5
for myself
Make me perceive that I had no other choice 1 2 3 4 5
but to recover
Make me perceive that living with my 1 2 3 4 5
eating disorder was no longer an option
Make me perceive that the only way I could 1 2 3 4 5
get what I wanted from life was to choose recovery
Make me perceive that the costs of living with my 1 2 3 4
eating disorder outweighed the benefits
Make me perceive that living with my eating disorder 1 2 3 4
was only doing me harm
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Make me perceive that there was no longer any point of 1 2
living with my eating disorder
Influence my ability to see my future 1
Influence my ability to view a different future pathway 1 2  3
Give me the hope that my future could be different 1 2 3
Encourage me to make the effort to recover 1 2  3
Encourage me to try harder to recover 1 2  3
Encourage me to dedicate the time to recover 1 2  3
4
4
4
5
5
5
5
5
5
Indicate how much you agree with each o f the following statements:
To what extent did this event make vou feel:
Not at all Totally
Determined 1 2 3 4 5
Inspired I 2 3 4 5
Strong I 2 3 4 5
Afraid 1 2 3 4 5
Ashamed I 2 3 4 5
Distressed I 2 3 4 5
Indicate how much you agree with each o f the following statements:
To what extent did this event:
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Not at all Totally
Make me more accepting of things 1 2 3 4 5
Teach me the significance of life 1 2 3 4 5
Contribute to my overall 1 2 3 4 5
emotional and spiritual growth
Help me become a stronger person, 1 2 3 4 5
more capable to cope effectively with 
future life challenges
Make me more aware and 1 2 3 4 5
concerned for the other people
PART 2B
Please now think about another event in your life that did not initiate/trigger your 
recovery. This again, could be any event such as a relationship break-up, illness, death 
of a loved one. Please describe this similar event in the box below.
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The following questions are related to the nature o f the event 
To what extent was the event:
Not at all Totall)
Happy 1 2 3 4 5
Expected I 2 3 4 5
Controlled by me I 2 3 4 5
Sad I 2 3 4 5
Positive I 2 3 4 5
Dominant 1 2 3 4 5
Important 1 2 3 4 5
Predicted 1 2 3 4 5
Negative I 2 3 4 5
Exciting I 2 3 4 5
Planned for I 2 3 4 5
Managed by me I 2 3 4 5
Decided by me 1 2 3 4 5
When I was under stress 1 2 3 4 5
When my life was easy 1 2 3 4 5
Played a central role in my life I 2 3 4 5
Miserable 1 2 3 4 5
The final straw 1 2 3 4 5
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To what extent did this event:
Not at all Totally
Make me decide that it was time to make 1 2 3 4 5
the choice to recover
Make me decide that the time had come 1 2 3 4 5
to choose recovery
Make me realise that I had to choose recovery 1 2 3 4 5
for myself
Make me perceive that I had no other choice 1 2 3 4 5
but to recover
Make me perceive that living with my 1 2 3 4 5
eating disorder was no longer an option
Make me perceive that the only way I could 1 2 3 4 5
get what I wanted from life was to try recovery
Make me perceive that the costs of living with my 1 2 3 4 :
eating disorder outweighed the benefits
Make me perceive that living with my eating disorder 1 2  3 4
was only doing me harm
Make me perceive that there was no longer any point of 1 2 3 4
living with my eating disorder
Influence my ability to see my future 1
Influence my ability to view a different future pathway I
Give me the hope that my future could be different 
Encourage me to make the effort to recover
Encourage me to try harder to recover
2
2
2
2
2
3
3
3
3
3
4
4
4
4
4
5
5
5
5
5
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Encourage me to dedicate the time to recover 1 2
Indicate how much you agree with each o f the following statements: 
To what extent did this event make vou feel:
Determined
Inspired
Strong
Afraid
Ashamed
Distressed
Not at all Totally
Indicate how much you agree with each o f the following statements: 
To what extent did this event:
Not at all
Make me more accepting of things I 2 3
Teach me the significance of life 1 2 3
Contribute to my overall 1 2 3
emotional and spiritual growth
Help me become a stronger person, 1 2 3
more capable to cope effectively with future life challenges
Make me more aware and 
concerned for the other people
I
Totally
198
If you wish to share any more information about your personal experiences of 
recovery, please fill in the box below.
If you wish to give your feedback on the questionnaire, please fill in the box 
below.
Thank you for your time and participation
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